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Brain tumor, brain abscess, the trau- 
matic brain without fractured skull as well 
as with fracture, neurosyphilis, and other 
lesions of the brain, apparently are mak- 
ing the “organic brain conditions” more 
frequently encountered. The fact that they 
are frequently encountered permits the 
underlying pathology of each type of con- 
dition to be better understood. By means 
of the roentgenray and the injection of 
air, or other foreign material, into the 
cerebro-spinal fluid spaces, they may be 
more accurately diagnosed, and hence, bet- 
ter opportunities of instituting the proper 
treatment. 


There are now some forty to fifty prin- 
cipal types of nervous and mental diseases, 
and most of these types have various sub- 
divisions. Of this immense number there 
exists only four, which, up until the pre- 
sent, have been considered as “functional” 
diseases. As in diseases of the other sys- 
tems, there is a tendency to feel that back 
of each of these four there may be some 
general psysico-chemical or organic dis- 
turbance. The four are epilepsy, psycho- 
neurosis, manic depressive, and dementia 
praecox. The present day conception of 
epilepsy is rapidly changing and proof 
is fairly conclusive that all convulsions are 
in reality symptoms, in the same way that 
headaches and diarrhea are symptoms. 
Conclusive proof is available that most 
convulsive and epileptic states are organic 
in origin, while there are few that are 
toxic, as, angioneurotic edema, eclampsia, 
and some of the allergy reactions. 


Now obstruction of normal passagew ays 
in an organ or system of organs results in 


*Read before Grady County Medical Association 
April 4, 1930, in meeting at Chickasha, Oklahoma. 


pathology, uate é of "the seneadorme of 
that organ. This obstruction may be com- 
plete, or it may be continued partial. It 
may be at any point in the passageway. 
The sole requirement to cause disease is 
“obstruction.” Well does the genito-uri- 
nary man know the resulting pathology of 
any obstruction along the urinary tract. 
What happens when there is obstruction 
of the bile ducts, the pancreatic ducts, 
ducts of the salivary glands, or even ob- 
struction of the intestines? What is the 
result of the heart, either in aortic steno- 
sis, or in generalized peripheral arterio- 
sclerosis? What is the result from ob- 
struction of the portal circulation? The 
resulting pathology of each of these is 
fairly well understood by all. Obstruction, 
either complete or partial, in the passage- 
ways of cerebro-spinal fluid, usually re- 
sults in a disease process of the principal 
tissues of the central nervous -system, 
namely, the brain tissues. Should the ob- 
struction be at the point of exit of the 
fluid, a generalized atrophy, due to back 
pressure of the parenchyma, will result. 
Should the obstruction occur within the 
cerebrum, a localized strophy might re- 
sult. 


Cerebro-spinal fluid liberated into the 
ventricles escapes through the foramen of 
Magendie and thetwo foramina of Luschka 
into the cisterna magna, thence to the 
other cisternae at the base of the brain, 
and then passes up over the cortices 
to the pacchionian bodies. From the fora- 
mina as listed above, it may pass into the 
subarachnoid spaces surrounding the spi- 
nal cord. The point of exit of the fluid 
takes place principally through the pac- 
chionian bodies into the superior sagittal 
sinus, to the lesser extent through the ara- 
chnoid villi around the exit of the various 
peripheral nerves from the subarachnoid 
system, and to the least extent through 
the walls of the adjacent perineural spaces. 
Disease processes involving the arachnoid 
villi and pacchionian bodies might pre- 
vent exit of the cerebro-spinal fluid, and 
we would have resulting sequelae in the 
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central nervous system corresponding to 
sequelae resulting in obstruction in other 
systems. One of the most common causes 
of diseased villi and the pacchionian sys- 
tem has been demonstrated to be red blood 
cells and their pigment. Thus trauma of 
the central nervous system resulting at 
birth, or blows on the head, or from trau- 
ma of any origin, even from the spinal 
puncture, should be treated with caution. 
During these days of car accidents, etc., 
considerable thought should be given to 
this type of injury. Now senility, and ar- 
terioclerosis, as well as meningitis, alco- 
hol, lead poisoning or any toxic condition, 
might cause disease of these tissues which 
normally permit exit of the fluid. 


Thinking some of the difficulties en- 
countered in diagnosing these brain con- 
ditions, that some of the diagnostic pro- 
cedures used, and some of the prominent 
symptoms of such conditions might be of 
general interest, there is here very briefly 
given a few reports with comments made 
on respective cases. Service which the X- 
ray can give in pneumography is demon- 
strated. 


It is well to emphasize that in working 
with neurological patients in State hos- 
pital, problems are present which the phy- 
sician doing private practice is not forced 
to deal. In other words, should a patient 
with brain tumor call upon a physician in 
private practice, the examiner is assured 
of some co-operation, and he also has pre- 
sent relatives of the patient who can give 
some information. On the other hand, in 
our State hospital, the patient with the 
brain tumor enters the hospital with either 
strictly mental symptoms, or if some other 
symptoms are present, the mentality of 
the patient is so that he cannot give cor- 
related information as to his subjective 
symptoms, no history is he able to give, 
and sometimes he enters in a comatose 
state. Again, the relatives seldom accom- 
pany the patient, and here the other valu- 
able source of important history is not 
accessible. 


Diagramatic representation of the nor- 
mal passageways of the cerebro-spinal 
fluid as drawn by Temple Fay, professor 
of neurosurgery, Temple University, Phil- 
adelphia. (Fig. A ), shows the ventricular 
and cisternal systems, the arrows pointing 
the course of the fluid, as the greatest 
quantity from these systems passes up 
over the cerebral cortex to the principal 
outlets, the pacchionian bodies. Possibili- 
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ties of obstruction at various points in the 
pathways and resulting pathology may be 
easily demonstrated in Fig. A. For ex- 
ample—obstruction at the pacchionian 
bodies would result in an accumulation of 
fluid adjacent to them causing pressure 
atrophy of the cortex with an external hy- 
drocephalus (Figs. 6 and 7) while ob- 
struction of the foramina of the fourth 
ventricle, i. e., Magendie and Luschka, 
would result in an internal hydrocephalus 
and pressure atrophy of all brain struc- 
tures due to pressure from within out- 
ward. 

Fig. B shows the relationships of var- 
ious passageways of the fluid to each other, 
as well as to the brain structures. At “T”’ 
adhesions, arachnoiditis, etc., could cause 
sufficient obstruction of the fluid, which 
should pass over the cortex and to the 
principal outlets, that there would result 
accumulation of the fluid within the ven- 
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tricles, cisterna and spinal subarachnoid 
regions giving a communicating hydro- 
cephalus (see Fig. 8). 





FIG. 1 
NORMAL VENTRICLES (Lateral View) 

Ventriculography (Direct displacement 
of ventricular fluid by air injection.) 

In this position, the two lateral ven- 
tricles with respective posterior and an- 
terior horns are well shown. The intra- 
ventricular foramina, third ventricle, cere- 
bral aqueduct and upper portion of the 
fourth ventricle may be seen. 





FIG. 2 


NORMAL VENTRICLES-(Anterior-Posterior View) 


Ventriculography—The “Butterfly” ef- 
fect of two normal lateral ventricles is 
demonstrated. The proximity of the two 
ventricles to each other anteriorly, with 
septum pellucidum between, may be noted. 
The divergence of the ventricles posterior- 
ly is dimly seen. 





FIG. 3 


NORMAL FLUID SPACES 


Encephalography (Injection of air into 
lumbar or cisterna magna subarachnoid 
spaces, permitting it to pass up over the 
cerebral cortices as well as to pass into the 
ventricular system through the foramina 
of Magendie and Luschka.) This repre- 
sents almost normal appearance. All mar- 
kings over the cortex show slight enlarge- 
ment. Those in the occipito-parietal region 
are somewhat increased as compared to 
the normal. There is questionable slight 
bulging or hydrocephalic effect of the an- 
terior horns. 

EPIDEMIC ENCEPHALITIS-PSYCHIC 
SYNDROME 

In Fig. 6 note the generalized “‘shrink- 
age” of the cortex, the increased number 
and size of fluid passageways over the 
frontal lobes and the increased number of 
passageways over the occipital lobes. The 
small round areas of air can be explained 
only by the enlargement of the perivas- 
cular spaces due to “atrophy” of the ad- 
jacent cerebral tissues. 








FIG. 6 
ENCEPrHALOGRAPHY 
(Lateral View) 


FIG. 7 
ENCEPHALOGRAPHY 
(A.P. View) 

In Fig. 7, (A.P. view) the extensiveness 
of the cortical shrinkage is well shown. 
In both views outlines of various gyri may 
be seen. In both it will be noted that the 
ventricles did not fill with air. 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 





These two figures demonstrate typical 
“external hydrocephalus’”—probably due 
to obstruction in pacchionian bodies as re- 
sult of encephalitic inflammatory process. 





FIG. 8 


AN ENCEPHALOGRAM—BIRTH PALSY AND 
EPILEPSY (Age of Patient 35) 


No air marking over the cortex can be 
noticed. There exists no demonstrable 
space between the brain surface or pia 
mater and the arachnoid membrane. Evi- 
dently the pacchionian bodies have never 
functioned, and there probably is a com- 
pensatory action by the arachnoid villi 
in the spinal regions. 


The enlarged, filled ventricles (the air 
having been injected from the lumbar 
region proving the foramina of the fourth 
ventricle are open) give a nice demon- 
stration of “communicating hydrocephal- 


” 


us. 


The larger or left ventricle is farther 
away from the photographic plate, and 
hence there is more of an apparent in- 
equality of the ventricles than really ex- 
ists as the A.P. view (not shown) demon- 
strates. 











we 








ENCE PHALOGRAM—POST-TRAUMATIC 
DEMENTIA 


About 120 cc. is the maximum average 
quantity of fluid in normal individuals. 
temoval of fluid in this patient was dis- 
continued after 178 cc. was displaced by 
air because the patient began to complain, 
and I was not sure of the existing path- 
ology. In the ventricle nearest the film 
may be seen some remaining fluid in the 
posterior horn, however, the end of the 
horn is well filled with air. 

No air markings over the cortex may 
be seen and this with the communicating 
hydrocephalus (air having passed through 
the foramina into the ventricular system) 
is diagnostic of obstruction of fluid path- 
ways at the base of the brain. (See Fig. 
B with notes.) 

The patient, a successful business man, 
had onset of neurological and mental con- 
ditions since sustaining a fractured skull 
June, 1928. One is justified in diagnosing 
the obstruction as traumatic inflammatory 
adhesions between the pia and arachnoid. 

This individual could probably be kept 
from rapid deterioration by frequent with- 
drawal of cerebral-spinal fluid from cis- 
terna magna. 
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or 





FIG. 10. 
ENCEPHALOGRAMS 
(A.P. View) 





FIG. 11 
ENCEPHALOGRAMS 
(P.A. View) 
POST-TRAUMATIC DEMENTIA 


In Fig. 10 the assymmetrical but en- 
larged and hydrocephalic ventricles are 
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well shown, the ventricle on the right 
showing the fluid which was not removed, 
is a good demonstration of what may hap- 
pen with improper technic. In both Fig. 10 
and Fig. 11 it is interesting to compare 
the space occupied by the ventricles to that 
occupied by brain tissue. In Fig. 11 it is 
noticed that the ventricle on the right side 
comes out to the surface of the brain. 


To realize from these two pictures the 
amount of hydrocephalus with resulting 
brain destruction which can take place in 
about two years time as a probable result 
from bleeding into subarachnoid spaces 
should make one think of directing treat- 
ment, immediately after an injury, toward 
keeping blood out of these spaces. 





FIG. 12 
ENCE PHALOG RAM—POST-TRAUMATIC 
AMENTIA 


Not a good X-ray exposure. ‘Two en- 
cephalographies were done on this patient 
within a period of two weeks. At the first 
one only about 70 cc of fluid could be dis- 
placed and the X-ray failed to reveal any 
air within the ventricles. It was decided 
that some error in the technic had occur- 
red and hence a second attempt ten days 
later. At the second encephalography, 
again approximately only 70 cc of fluid 
could be displaced. Again the X-ray failed 
to reveal any air within the ventricles, and 
the picture as given was identical with 
the first. Normal air markings are no- 
ticed except over the extreme frontal pole. 
Here localized atrophy with outline of 
three gyri may be distinctly seen, and this 
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eight months after injury. Because of the 
failure to obtain more than 70 cc of fluid, 
and failure of air to enter the ventricles, 
after two attempts, the possibility of ob- 
struction of the foramina of Magendie and 
Luschka with a resulting internal hydro- 
cephalus was considered. Puncture of ven- 
tricles and ventriculography was decided 
upon with result as shown in Fig. 13 and 
Fig. 14. 





FIG 
VENTRICULOGRAMS—lOST-TRAUMATIC 
AMENTIA 





FIG. 14 
VENTRICULOG RAMS—POST-TRAUMATIC 
AMENTIA 
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Ventriculograms of same patient as in 
Fig. 12. The possibility of internal hydro- 
cephalus was disproven, both lateral and 
A.P. views showing normal size and out- 
lines of the lateral ventricles. Evidently 
the contour of this individual’s skull and 
its relationship to the within brain struc- 
tures was such that air not only failed to 
pass through the foramina into the fourth 
ventricle, but fluid did not pass out of the 
ventricular system while doing two dif- 
ferent encephalographies. The possibility 
of just improper manipulation to suit this 
individual case yet remains, but Dandy 
states that failure of air to enter the ven- 
tricles, normaHy occurs. 





FIG. 15, (Lateral) 
VENTRICULOGRAMS-NEUROSYVHILIS WITH 
APHASIA 





View) 


FIG. 16. (ALP. 
VENTRICULOGRAMS-NEUROSYPHILIS WITH 
APHASIA 


| 


The posterior horn did not fill, probably, 
because of improper technic. 


Note the generalized “‘moth-eaten” ap- 
pearance of the entire cranium. 


In the lateral view (Fig. 15) the con- 
trast in size of the lateral ventricles is not 
so clear as in the A.P. view (Fig.16). 

In the A.P. view, due to the atrophic 
condition of the left hemisphere, one 
sees an attempt to compensate for the 
shrinkage, with a resulting unilateral 
hydrocephalus and a slight displacement 
of both ventricles toward the atrophic 
(left) side. The symmetrical butterfly ap- 
pearance of the ventricles is disturbed 
with the normal angulations in contour of 
the left ventricle gone. 


IMPORTANT POINTS IN DOING PNEUMO- 
GRAPHY OF THE CEREBRO-SPINAL FLUID 
SPACES 

1. Study your patient sufficiently to be 
sure that pneumography is indicated and 
know when to use ventriculography and 
when to use encephalography. These two 
procedures are complementary and each 
has its own indications and contrain- 
dications. 

2. Ventriculography should be used as 
a last resort to make a diagnosis and only 
after all symptoms and all other diagnos- 
tic procedures have failed to localize the 
lesion. The percentage of fatalities re- 
ported in present literature from this one 
procedure averages from eight to ten per- 
cent. This procedure should be attempted 
only by the brain surgeon, and because of 
the possibility of an emergency arising, he 
should be prepared for surgery before 
starting the procedure. 

3. Encephalography should be done 
with caution in any organic condition sug- 
gesting tumor or marked intracranial 
pressure. It should not be done when the 
fluid pressure is over 20 mm. of mercury 
(patient in prone position) nor when 
symptoms indicate that a lesion, more es- 
pecially a tumor, exists within the poster- 
ior part of the third ventricle, the aque- 
duct of Sylvius, the fourth ventricle: 
or within the cerebellum, the medulla, the 
peduncles, or the pons. This precedure is 
indicated principally in diagnosing supra- 
tentorial lesions, and lesions of the cere- 
bral cortex, as in post traumatic con- 
ditions. The mortality from this procedure 
in 1529 individuals as reported in litera- 
ture, has been 1.2% and most of the fa- 
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talities have been when tumors were pre- 
sent. 


4. In doing encephalography, a con- 
stant pressure of the cerebro-spinal fluid 
should be maintained, and, at the close of 
air injection, the spinal manometer should 
record the same or slightly lower than it 
did at the beginning of the procedure. 


5. Know the normal contour of the cere- 
bro-spinal fluid spaces and the relation- 
ships of the various pathways of the fluid. 
This is essential before one can know how 
to manipulate or place the patient to in- 
sure complete filling of the spaces with air. 
It is also necessary before one can properly 
interpret the roentgenray picture. 


6. Be sure the entire fluid system has 
the fluid well displaced by air. 


7. Exact alignment and proper placing 
of the patient is essential to taking a pic- 
ture which may be accurately interpreted. 


SUMMARY AND CONCLUSIONS 


1. After results of a few acute and 
chronic inflammatory, as well as traumatic 
brain conditions, as demonstrated by pneu- 
mography, have been given. 


2. Trauma and infections may affect 
the brain tissues and cause sequelae, but 
individuals may recover from the acute 
conditions and later, due to involvement 
of the passageways or outlets of the cere- 
bro-spinal fluid, develop various types of 
“water brain” with their respective symp- 
tomatology. 


3. It is probable that alcohol, drugs and 
various toxins, as well as red blood cells 
originating from trauma, and exudates 
from any type of inflammatory process of 
the nervous system, may so affect the out- 
lets of the cerebro-spinal fluid that con- 
vulsions or brain degeneration may ensue. 


4. All head injuries should be consider- 
ed as dangerous and in this day of so many 
traumatic brains, treatment should be in- 
stituted by the attending physician with 
the idea in mind to prevent future symp- 
toms developing in his patient. In the light 
of recent experiments and investigations 
of Weed, Bagley, Sharpe and histo-patho- 
logical examinations of the pacchionian 
system by Winkleman and Fay, procedures 
which should be instituted to combat 
bleeding into the subarachnoid spaces are 
here outlined briefly. 


(a) Disturb the patient as little as 
possible. 


| 








(b) Be in no hurry about an X-ray 
picture. When the patient be- 
comes quiet, for records and 
for added information, an X- 
ray picture may be done. 


(c) Elevate the head of the bed. 
(d) Place ice caps to the head. 


(e) Altho as yet a debatable ques- 
tion, spinal drainage every six 
hours, or as often as bloody 
fluid is evident, should be of 
benefit in prevention of seque- 
lae. 


(f) For several days, to reduce in- 
tra-arterial pressure and cere- 
bral edema, limitation of fluid 
intake, and saturated magne- 
sium sulphate by mouth or rec- 
tum may be given. 


(gz) Glucose, (50 per cent to a satu- 
rated solution) in quantities of 
50 to 150 ce intravenously, is 
the best preparation to reduce 
intra-cranial pressure, but it, 
as well as intravenous hyper- 
tonic salt solutions, yet re- 
mains to be proven proper 
therapy. One can see that by 
temporarily increasing intra- 
arterial pressure that there 
might result more bleeding in- 
to the subarachnoid spaces 
when administering the intra- 
venous solutions immediately 
after the trauma. 


4). 


LOCALIZATION OF SPINAL CORD 
TUMORS* 


NED R. SMITH, M.D. 
TULSA 











I propose to discuss some of the impor- 
tant essentials in the localization of tumors 
of the spinal cord. I will use three cases to 
give point to my notion that careful locali- 
zation by such means as may be required 
in any given case is an absolute prerequis- 
ite to surgical intervention. All data in 
these cases not bearing on the matter of 
localization is purposely omitted. 

Case 1. T.M., male, age 39, single, by oc- 
cupation an editorial writer. He complain- 
ed of paraesthesia in the right leg; awk- 


*Read before the Section on General Surgery, Gyn- 
ecology, Obstetrics and Urology, Annual Meeting 
Oklahoma State Medical Association, Shawnee, May 
28, 1930 
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wardness in use of right foot and outer 
two fingers of the left hand and a sharp 
pain at times in the supra-spinous area of 
the left scapula. The first symptoms had 
been noted two years previously and they 
were vague pains and paraesthesia in the 
right lower extremity. He soon had diffi- 
culty in using the small finger of the left 
hand at the typewriter. Within the past 
year he had noticed a decrease in pressure 
and pain sensitivity in the right lower ex- 
tremity and that when he leaned against 
the lavatory with the anterior aspect of the 
thighs that the contact did not provoke a 
sensation of coolness in the right thigh. 
The sharp intermittent pain in the upper 
left scapular area had been present for on- 
ly a month, but was rapidly becoming more 
severe. 


The neurological examination showed in- 
creased reflexes in the right leg and left 
arm with right Babinski. All forms of sen- 
sation were lost on the right side except 
deep pressure to the nipple line. There was 
decreased sensitivity to pinpoint and mo- 
tor weakness in the left ulnar area. The ex- 
amination would indicate that the tumor 
was in the lower cervical cord. The pain in 
the left supra-scapular area pointed to the 
third cervical segment as the location of 
the tumor. The patient was observed for 
one week with a persistence of the pain 
and no change in objective examination 
findings. He was then sent to a surgeon 
who removed a tumor which was lying an- 
terior to the third cervical segment. Re- 
covery was uneventful and after one year 
nearly complete return of function had ta- 
ken place. This case is presented because it 
involved nothing more than history and 
clinical examination. The localization was 
made on the subjective location of a root 
pain. Therefore, the first essential in the 
localization of spinal cord tumors is a care- 
ful history; a history that goes back to the 
earliest symptoms and covers the course of 
events in a minute, searching manner. 
Such an inquiry may disclose information 
that will definitely localize the tumor as in 
the case cited. 


Case 2. Mrs. G., age 46, a saleslady by 
occupation. She complained of a paralysis, 
numbness, and stiffness in the lower ex- 
tremities, The first symptoms had appear- 
ed 12 years previously and had been a feel- 
ing of heaviness and dullness in the right 
foot that required four years to reach the 
groin. In the meantime the left leg had 
been similarly but less severely involved. 


The spastic paralysis of the lower extrem- 
ities had started eight years ago, or four 
years after the earliest symptoms and had 
slowly progressed to paraplegia but one 
month earlier. The examination may be 
summarized by stating that it indicated a 
nearly complete transverse myelitis at the 
somatic level of the umbilicus anteriorly. 
This corresponds to the ninth dorsal cord 
segment, which would be opposite the sixth 
dorsal vertebra. Then allowance would have 
to be made for thespino-thalamic fibers for 
pain and temperature which travel. from 
one to three cord segments before decus- 
sation. The highest level indicated would 
therefore have been at the second or third 
dorsal vertebra. This patient had no pain 
at any time. The findings pointed to an in- 
tramedullary lesion and were recognized as 
capable of leading to gross error in locali- 
zation. An X-ray examination of the entire 
spine added nothing positive to the data. 
However, it is well to establish the status 
of the spinal column by X-ray plates so 
that in the procedures presently to be de- 
scribed one has ruled out any possible 
sources of error of interpretation. The pa- 
tient was subjected to combined puncture 
of the cisterna magna and lumbar spine. 
The latter was done first and a yellowish 
fluid with increased globulin was obtained. 
Before withdrawing the fluid the pres- 
sure was taken with the Queckenstedt ap- 
paratus. This measures the pressure di- 
rectly in centimeters and allows direct ob- 
servation for respiratory oscillations and 
changes in pressure by jugular compres- 
sion. The normal pressure of the cerebro- 
spinal fluid on the Queckenstedt apparatus 
is ten to twelve centimeters and upon jug- 
ular compression it will promptly rise to 
about double the normal reading and then 
slowly subside. The primary pressure in 
the patient under discussion was four 
centimeters and the respiratory fluctua- 
tion was barely discernible. Jugular com- 
pression caused the pressure slowly to rise 
to six centimeters. The return to the ori- 
ginal pressure was very slow. Thus evi- 
dence of a rather high grade subarach- 
noid obstruction or block of the flow 
of the cerebro-spinal fluid was obtained. 
Fluid was withdrawn for laboratory ex- 
amination and one cubic centimeter of 
ascending lipoidol was injected into the 
subarachnoid space. The puncture of the 
cisterna magna was then done according 
to Ayer’s technic and one cubic centimeter: 
of descending lipoidol was injected. The 
patient was then placed in a semi-erect po- 
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sition and X-ray plates of the spine were 
taken at once. The descending lipoidol 
was arrested in caplike fashion opposite 
the body of the sixth cervical vertebra; 
another plate taken twenty-four hours 
later showed it remaining in the same po- 
sition. Because the ascending lipoidol had 
been wrongly labelled it in fact was de- 
scending and was found in the lower end of 
the dural sac. Laminectomy of the sixth 
and seventh cervical vertebrae was done 
and an inoperable intra-medullary tumor 
was uncovered. 


This case demonstrates the usefulness 
of spinal puncture. The presence of block 
was clearly evident by the Queckenstedt 
test. The xanthochoromatic fluid with in- 
creased globulin is also pathognomonic of 
a block and would in this or in any similar 
situation warrant one to proceed with the 
injection of lipoidol in the expectation 
that the X-ray plates would show it held up 
by the tumor. I am aware that some men 
have opposed both spinal puncture and the 
use of lipoidol for localization. In my 
opinion the use of these aids to localization 
in properly selected cases is entirely justi- 
fied. 


Case 3. B.N. The last case to which I 
will call your attention is that of a single 
girl age twenty who had been paraplegic 
for one month. Her trouble had begun one 
year earlier with numbness in the left foot, 
which had progressed to the lower abdo- 
men and was still slowly ascending. The 
gait had been involved shortly after the 
first sympton of numbness appeared; she 
had required aid in walking five months 
after onset and had been bedfast for one 
month. Two weeks before my examination 
she had noticed some numbness in the left 
hand and awkwardness in reaching for ob- 
jects. There had been occasional aching in 
the thigh muscles, but no history of true 
root pains could be obtained. The neuro- 
logical examination showed strong evi- 
dence of an incomplete transverse myelitis, 
certainly not lower than the upper dorsal 
region. The symptoms in the left hand 
strongly suggested a cervical lesion and I 
advised observation and repeated exami- 
nations. The spinal fluid had been taken 
before I saw her and was entirely nega- 
tive by laboratory examinations. I was in- 
formed it flowed normally so there was 
strong presumptive evidence against block. 


My advice to make haste slowly was ap- 
parently not acceptable, so a surgical con- 
sultant repeated the spinal puncture. but 


made no tests for evidence of partial or 
complete block. He injected lipoidol and 
obtained by X-ray an oblong faint shadow 
opposite the twelfth dorsal vertebra. He 
interpreted this as evidence for the loca- 
tion of the tumor and did laminectomy on 
the twelfth, eleventh, and tenth dorsal ver- 
tebrae and found a normal spinal cord. 


There was no indication for the use of 
lipoidol in this case. After all it is only an 
aid in localization in such cases as present 
indications for its use; the principal one 
of which is some evidence of block. The 
shadow obtained was too faint to arouse 
more than a weak suspicion that it was 
lipoidol, also its shape was quite atypical. 
The clinical examination of the patient 
showed beyond any doubt that the tumor 
must be at least seven to nine vertebrae 
higher than the location of the shadow, 
and as in the first case there was subjec- 
tive symptomatology indicative of a still 
higher level. Therefore, it was gross error 
to expect to find a tumor in the lower dor- 
sal vertebra unless the patient had mul- 
tiple tumors. The same rule holds here as 
in all other diagnostic procedures; the 
laboratory help must fit the clinical find- 
ings or be rejected. 


The lesson of this last case is obvious; 
it represents misplaced confidence in a lo- 
calization procedure that should not have 
been attempted for the sufficient reason 
that there was not present the conditions 
that would give one any hope of worth- 
while results. 


In summary then the localization of tu- 
mors of the spinal cord is done by the aid 
of a good history and careful repeated 
neurological examinations. The data ob- 
tained must be carefully interpreted in 
terms of the anatomy and physiology of 
the spinal cord. Many cases will require 
X-ray examinations, spinal puncture with 
careful study of the pressure of the cere- 
bro-spinal fluid and lipoidol injections if 
conditions are established that give a prop- 
er basis for its use. 


Seldom does the course of events lead so 
directly and positively to the localization 
as in the first case. More often one is re- 
quired to study the patient carefully by all 
means at our command. That errors will 
occur occasionally is inevitable; we should 
maintain a sufficiently critical and inform- 
ed state of mind so that mistakes like that 
of the last case can not recur. 
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COMPRESSION FRACTURES OF THE 
SPINE* 





I. W. BOLLINGER, M.D. 
HENRYETTA 





A compression fracture of the spine may 
be defined as a fracture affecting the 
weight-bearing portion of the spine, and 
is a crushing of the spongy bone tissue 
from above downward, or below upward, 
with consequent loss of the normal size, 
outline and position of the body or bodies 
of the injured vertebrae. 


Injuries of the back have long been such 
a fertile resource to those claiming dama- 
ges as a result of an accident, that the sur- 
geon looks askance, and rightly so, at any 
claimant who complains of pain, tender- 
ness, limitation or motion, etc., in the back. 
However, the honest patient should not be 
so regarded even when his symptoms ap- 
pear to be out of all proportion to the se- 
verity of his injury. Therefore, every in- 
dividual who has been subjected to an in- 
jury to his spine, should be carefully X- 
rayed. The spine should be X-rayed later- 
ally, or at least diagonally, to get any re- 
duction in height of the bodies of the ver- 
tebrae anteriorly. Rotations, as well as lat- 
eral displacements, are best shown in the 
anterior-posterior view. 


In certain coal mining sections of Okla- 
homa, compression fractures of the spine 
almost invariably occur in the following 
manner; the laborer at his work is in a 
stooping position and the force is applied 
from above downward, which force is us- 
ually the falling of rock, varying in 
amounts from a few pounds to several 
tons. The shoulders are driven toward the 
knees. The pelvis being fixed, and the ribs 
fixing the dorsal spine, a lever is formed 
above and below, and the body of the verte- 
brae is crushed between these opposing 
forces. 


There are three locations in the spine 
where a compression fracture is prone to 
occur ; first, the upper cervical region ; sec- 
ond, the upper dorsal region, and third, 
the dorso-lumbar region. The higher frac- 
tures in the spine are usually fatal and for 
all clinical purposes may be disregarded. 
The fractures occurring in the lower part 
of the spine are not so serious. About two- 
*Read before the Section on General Surgery, Gyn- 
ecology, Obstetrics and Urology, Annual Meeting 


Oklahoma State Medical Association, Shawnee, May 
28, 1930. . 


thirds of all the compression fractures 
occur in the lower spine. 


The recognition of a compression frac- 
ture may be very difficult, unless an X-ray 
is available, or the compression fracture 
is extreme, since it frequently happens 
that these fractures are not complicated 
by any loss of cord function. This is due to 
two factors; first, the effect on the spinal 
canal is merely to reduce its length with- 
out a break in the continuity, or any les- 
sening of its caliber; second, because com- 
pression fractures so often occur below the 
level of the lumbar enlargement of the 
cord. 


DIAGNOSIS 


The symptoms of a compression fracture 
of the spine vary from no external evi- 
dence whatever, to total flaccid motor and 
sensory paralysis, together with visceral 
paralysis and loss of reflexes. A certain 
opinion cannot be expressed within the 
first four days as during that period the 
symptoms are apt to increase or decrease. 
A better prognostication can be made after 
the lapse of a month. There is only one 
certain method of determining the exact 
condition, and that is by laminectomy and 
laminectomy is not often called for in com- 
pression fractures. 


The most frequent symptoms are; pain, 
increased on motion and‘ irregularity of 
the line of the spinous processes, the usual 
deformity being kyphosis. One symptom 
being-common to all vertebrae fractures is 
shock, manifested at the seat of the body 
lesion. 


The chief symptoms depend upon the 
amount of injury done to the spinal cord. 
If the cord has been damaged, motor and 
sensory paralysis, either partial or com- 
plete will be found up to the level of the 
lesion. The anesthesia corresponds usual- 
ly to the motor loss, with an area of hyper- 
esthesia just above the level of the lesion; 
this hyperesthetic zone is the best single 
index of the height of the damage in any 
case. Trophic signs are generally present. 


In a complete transverse lesion, the his- 
tory of the onset of symptoms is sudden. 
The symptoms appear immediately follow- 
ing the injury, whereas if a partial injury 
is present, an interval may have elapsed 
before the symptoms develop. The appear- 
ance of the symptoms is gradual rather 
than sudden. In a complete transverse le- 
sion, the motor paralysis is found to be 
complete and the paralyzed muscles are 
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flacid; whereas, if the lesion is a partial 
one, the motor paralysis is limited. Some 
muscles of the limbs are paralyzed, others 
are not, and there is often noticed mus- 
cular spasm in the affected limbs. In a 
complete transverse lesion, sensation is en- 
tirely gone; in a partial lesion some sen- 
sation is felt. The knee jerks are usually 
absent in a complete lesion; in the partial 
lesion they are usually present. In the 
transverse lesion, visceral paralysis is com- 
plete ; in the partial lesion, visceral paraly- 
sis is not always present. Priapism, sweat- 
ing and involuntary muscular twitching 
are seen more commonly in the complete 
lesions. ' 


TREATMENT 


The treatment of compression fractures 
of the spine is largely the treatment of 
fractures elsewhere in the body. Splinting 
the fracture early (splint them where they 
lie) is very apropos. 


In fractures associated with cord injury, 
the second most important element in the 
treatment is the aseptic control of the blad- 
der, together with the prevention of bed- 
sores. In the first week, fatality is gener- 
ally due to the trauma itself, but there- 
after it is due to complications of which 
sepsis is the chief. Therefore, the preven- 
tion of sepsis must be one of the primary 
objects in the treatment. 


The next object in the treatment is to 
relieve the cord from pressure and to re- 
place the fragments and to immobilize the 
fracture. The cord will be uninjured, 
slightly injured or seriously injured. If the 
cord is uninjured, the bony parts may be 
left untouched or they may be replaced by 
manipulation. If the cord is injured, the 
advisability of operative interference will 
depend upon whether the lesion of the cord 
is transverse and complete, or whether it 
is partial. If there are evidences of a trans- 
verse lesion, operation is unavailing and 
obviously illogical, for the cord cannot be 
repaired. It is therefore necessary to dis- 
tinguish between the signs of a transverse 
lesion and those of a partial lesion. 


Most cases of bony pressure are due to 
dislocation of the vertebrae which are re- 
mediable by external means, either by 
backward flexion, suspension by pulley 
fastened to the chin, or by traction on the 
head and feet, with the patient in prone po- 
sition. If the bodies of the vertebrae are 
badly crushed, little or no impression will 
rs made upon the deformity by external 

orce. 


In severe compression fractures—severe 
enough to do damage to the cord—usually 
irreparable damage or injury has been 
done by either a distinct crush of the cord 
or hemorrhage into the cord. The hemorr- 
hage takes place often at some distance 
from the seat of the chief lesion, so that 
even if the seat of the crush of the cord 
were repaired by operation, damaging le- 
sions would still remain unrevealed. It is 
also the result of experience that removal 
by operation of the laminae and spines of 
the vertebrae in the suspected region of 
fracture, almost never reveals any remedi- 
able condition or affords any evidence of 
the exact seat of the lesions or their extent. 
The reason is that the dura at the seat of 
a crush of the cord, whether partial or 
complete, remains intact and untorn and 
that extradural hemorrhage is unusual. 
After the removal of the laminae, the sur- 
geon is as much in doubt as he was before. 


With present knowledge of the patho- 
logy of this fracture, and excepting cases 
of fracture with pressure upon the cauda- 
equina and pressure where there is a par- 
tial lesion of the cord, there can be no 
doubt that the best treatment for compres- 
sion fractures of the vertebrae is by the 
expectant method; immobilization of the 
part by a plaster-of-paris jacket applied 
to the trunk, if there is no deformity. If 
there is deformity, correction of it and im- 
mobilization of the spine in the corrected 
position. The correction of the defor- 
mity should be immediate to avoid irreme- 
diable softening of the cord from pressure 
which may occur even within forty-eight 
hours. 


In commenting upon compression frac- 
tures, Dr. John B. Murphy once said: “If 
the injury occurred above the cauda-equina 
and instantly produced complete annular 
paralysis of both motion and sensation, it 
would mean that the cord was completely 
severed and since the true cord has no 
power of regeneration there would be no 
improvement with operation, nor would 
there be any without operation. Therefore, 
better not operate.” 


if, on the other hand, the true cord is 
not cut, but merely compressed, early oper- 
ation is much more urgently indicated 
than when the cauda-equina is compressed, 
because the cauda is more like peripheral 
nerves in that it has some regenerative 
power and early operation is not neces- 
sary. 


Massage, electricity and other gymnas- 
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tic methods are all valuable adjuncts in 
the treatment of the paralyzed muscle and 
they may be made use of rather early, also 
splints to avoid foot drop. 


CONCLUSIONS 


1. Early splinting of injuries to the 
spine is highly important. 

2. Many complications such as Kum- 
mell’s disease and hematomyelia, which 
may occur in compression fractures of the 
spine, may be avoided or at least mini- 
mized by the proper handling of such in- 
juries. 

3. All severe back injuries should be 
carefully X-rayed both anterior-posterior- 
ly and laterally. 

4. Compression fractures in the upper 
part of the spine are usually fatal, irre- 
spective of treatment. 


5. Compression fractures as a rule are 
best treated by the expectant method. 


i= 
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OSTEO CHONDRITIS DEFORMANS 
JUVENALIS 





S. R. CUNNINGHAM, M.D., F.A.C.S. 
Professor Orthopedic Surgery University 
of Oklahoma 
OKLAHOMA CITY 

Why should a rare condition such as os- 
teo chondritis deformans juvenalis be 
considered before a group of general sur- 
geons? In the first place, we know now 
that it is not such a rare condition as we 
once believed it to be. With the advantages 
afforded by the examination of great num- 
bers of cases of crippled children, and the 
improved and more general use of the X- 
ray, we are diagnosing more accurately 
the obscure cases, and Perthes disease falls 
into this group. 


We are therefore, presenting this paper 
because we feel that we have been able to 
study several cases which have a very de- 
finite bearing on a most recently mention- 
ed etiological factor—disorder of the 
glands of internal secretion. 


Perthes disease is a bony affection of the 
head of the femur, with insidious onset and 
rather mild symptoms, which leads to a 
lameness and to a very definite deformity 
of the head of the femur and usually with 
concomitant changes in the acetabulum. It 
occurs in males more often than in females, 
and usually between the ages of five and 


twelve. It is generally unilateral, but may 
be bilateral. 


Etiology: Many etiological factors have 
been suggested, but no single factor seems 
to entirely explain the condition which act- 
ually exists. The theory of trauma has 
found many staunch supporters. In a 
young child the epiphysis of the upper end 
of the femur is dependent for its blood sup- 
ply on the small vessels entering its cir- 
cumference where the head and neck join. 
Trauma may obliterate these vessels and 
as a result we get a necrosis of the epiphy- 
sis. In supporting this theory we have on- 
ly to mention the reduction of a congenital 
dislocated hip where sometimes follows a 
necrosis of the head of the femur. These 
changes do not closely assimilate Perthes 
disease. 


Second, we must consider some congeni- 
tal abnormalities of the hip. It is easy to 
visualize a deformed acetabulum which is 
too shallow’ or too wide, into which the 
head of the femur improperly fits and a 
resulting deformity occurs and then with 
this flattening of the head we get certain 
nutritional disturbances which result in 
necrosis. 


Third, many writers have laid particular 
stress upon infections. They believe that 
it is essentially a disintegrating process 
which is due to some low grade infection. 
It has been confirmed by two or three sur- 
geons who have opened the hip joint, but 
most workers along this line believe that 
these findings were erroneous and that the 
cultures of staphylococcus found were due 
to contamination. I personally do not be- 
lieve the infection has any part to play in 
the etiology, except as a possible secondary 
invader. | am glad to say I have never 
opened one of these hips either as a diag- 
nostic or curative procedure. 


Fourth. Glands of internal secretion. 
This theory has been mentioned but has 
not been strongly advocated, not because 
it was illogical, but because so little re- 
search has been carried out. In my opin- 
ion we can look forward to great accom- 
plishments in the etiology in this field of 
work. To some extent we have found out 
the effect of the thyroid and pituitary on 
bony growth and development and very re- 
cently we have learned the effects of the 
parathyroid gland. 


In support of this theory we have stud- 
ied a great many consecutive cases of os- 
teo chondritis deformans juvenalis which 
were typical of disorders of the glands of 
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internal secretion. These cases were hy- 
pothyroid, hypopituitary or hypogonad, or 
a combination of one or two types. We have 
now under observation six cases of this 
type. All of these children are in good gen- 
eral health, but range from forty to sixty 
pounds overweight, and present rather ty- 
pical hip changes. 


Symptoms: The onset of this disease is 
usually insidious. The most frequent symp- 
tom noted is a limp, the foot on the affect- 
ed side is dragged and is usually held in 
an everted position. There may or may not 
be pain, but there is usually some discom- 
fort especially after they have been on 
their feet for a period of time. There is al- 
ways some muscle spasm about the hip. 
There is a certain amount of limitation of 
motion of the hip, especially in abduction 
and internal rotation. These symptoms 
last for a variable length of time, and may 
be intermittent. The symptoms vary ac- 
cording to the amount of primary necrosis 
and the character of the regenerative pro- 
cess. 


X-ray findings may be divided into four 
definite stages: 


1. Stage of flattening. Increased in 
the density and a diminution in 
the size of the bony nucleus, ma- 
king the head of the bone appear 
flattened. 


Stage of fragmentation. The 
bony nuceleus beings to show ir- 
regular calcification, the bony 
nucleus appears to be broken up, 
then the cartilage surrounding 
the bony nucleus gives way and 
spreads laterally. 


3. Stage of repair. The fragments 
coalesce and become uniform and 
increase in size. 


4. Stage of moulding. Moulding of 
the reformed femoral head con- 
tinues until adult life, either a 
cap or a mushroom deformity 
persists. The neck of the femur 
becomes broader and later a 
shortening of the neck occurs. 


The differential diagnosis should be 
made without great difficulty. There are 
two conditions which must be eliminated; 
namely, tuberculosis of the hip and coxa- 
vara. 


We consider first tuberculosis of the hip. 
In Perthes disease there is almost free 
flexion of the leg which is in contra dis- 


bo 


tinction to tuberculosis. In Perthes, in the 
act of walking the patient puts down his 
entire sole of his foot, while in tuberculo- 
sis they often walk on the toes to spare 
the leg. Of course, in tuberculosis we find 
it occurring in undernourished children. 
The symptoms are characterized by pain, 
night cries, sepsis, abscess formations, etc. 
The X-ray findings in Perthes disease are 
distinctive. In tuberculosis the character- 
istic signs of the X-ray are (1) lack of 
calcium, (2) indistinct outline of the 
joints, (3) changes of the acetabulum. The 
X-ray findings are diagnostic and will 
make the differential diagnosis without 
further aid. 


Coxavara is a depression of the neck of 
the femur, as a result of this depression 
the trochanters are high and the child 
walks with a hollow back and a waddling 
gait. These signs are distinctive. 


The prognosis in Perthes disease is fair- 
ly good. It depends naturally upon the 
amount of bony destruction and whether or 
not there is a secondary arthritis. 


Treatment: There is a tendency toward 
spontaneous recovery in this condition. In 
our opinion if treatment is begun before 
the cartilaginous envelope of the epiphy- 
sis has been deformed, the subsequent mal- 
formation will be much less marked. 


The treatment should consist of fixation 
in an abducted position and such other 
measures as to prevent the weight of the 
body being borne by the diseased limb. Us- 
ually we place the patient in bed with his 
leg in extension and abduction. After the 
muscle spasm has been relieved, we place 
the extremity in a hip spica-Whitman po- 
sition—and keep the leg fixed until the 
X-ray shows a definite improvement. This 
will vary from four to fourteen months, or 
even longer. Definite improvement will al- 
ways prevail and I think always leaves 
some defect of varying degree, but not 
necessarily any crippling or disabling 
symptoms. 


Let me also add as a suggestion in the 
treatment that the definite glandular types 
of obesity be closely observed and should 
any symptoms referable to hip disease be 
manifest, let him be X-rayed and I think 
that some of the cases will be diagnosed 
early enough to prevent deformity. 

These fat children should be reduced by 


proper treatment as prophylactic and cur- 
ative management. 
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FRACTURE OF THE NECK OF THE 
FEMUR IN THE AGED 





EARL D. MCBRIDE, M.D., F.A.C.S. 
OKLAHOMA CITY 





Old age is a period of life which should 
bring happiness and enjoyment of previous 
labors. The individual who comes to old 
age and is so unfortunate as to have a hip 
fractured, faces a reverse of circumstances 
which brings his gray hairs with pain and 
suffering to the grave. 


RESPECT FOR AGE 


Because they are old, their case is often 
unpromising and their treatment ineffi- 
cient. In some instances, however, age is 
not given due consideration and the patient 
subjected to anesthetics, vigorous mani- 
pulations and immobilization in a position 
of great strain, all of which would tax the 
constitution of a much younger individual 
to survive. 

Even though the patient may live 
through the torture of treatment, non- 
union frequently occurs, and continuous 
pain and disability is the result. Union 
with shortening is severely disabling. 
Union at the expense of a stiffened and 
painful knee or spine is also not to be de- 
sired. Union with no shortening, but in- 
ability to walk because of senile mental 
changes, or loss of balance in locomotion, 
also is not to be considered a good result. 


RESULT WITH PLASTER METHOD 


In reviewing final results in cases past 
seventy where they were treated by plas- 
ter spica method, I was greatly disap- 
pointed at the small percentage of satis- 
factory results, although the morality rate 
was not high and union was obtained in 
nearly all cases. I found that a stiff knee 
was very troublesome in all cases; painful 
backs due to osteoarthritis of the spine was 
frequent; insanity developed in several; 
and a number never walked afterward be- 
cause of loss of balancing ability. 


After considering the severity of the 
cast method and surprisingly disappoint- 
ing results in those over seventy years old, 
I began to search for a more satisfactory 
method. It is not the immediate effect of 
the fracture that kills, or sets up compli- 
cations in these old people, it is the lack of 
surgical respect for senility. 


OVERSLUNG AND TRACTION FRAME 


The overslung traction saddle frame is 
the result of developing the Bradford 


| 
| 
| 
| 
| 
| 
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frame and overhead bed frame into a more 
practical and effective apparatus for this 
particular type of case. After numerous 
changes from practical experience, the 
frame finally evolved into an apparatus 
such as I shall show you here today. With 
it we may secure the classical position of 
immobilization in abduction, internal ro- 
tation and extension. The patient is com- 
fortable and the nursing problem facilitat- 
ed. Other advantages of this frame are as 
follows: 


1. Does not require anaesthetic. 


2. Patient nor his position are dis- 
turbed when changing linen or 
mattress. 


3. Patient lies on bed mattress ren- 
dering comfort. 


4. Sitting position possible. 
5. Knee and back unaffected. 
REDUCTION WITHOUT ANAESTHETIC 


Reduction of the fracture is accom- 
plished by position and traction. After as- 
sembling the frame over the patient, who 
lies undisturbed in bed, moleskin adhesive 
strips are applied to both legs as for Buck’s 
extension and traction applied. To the un- 
injured leg, a longitudinal pull only is used, 
while for the injured leg, traction is ap- 
plied in the form advised by Dr. Russell 
of Australia for treatment of fracture of 
the shaft of the femur. This method places 
a lifting as well as a longitudinal pull on 
the leg, just as one would do were he to 
take the knee in one hand and lift slightly 
while pulling on the leg with the other 
hand. An adhesive strip is bound to the 
knee, so that it will pull upward on the 
outer side of the knee, and to this the trac- 
tion rope is attached. The pull on the 
outer side of the knee accomplishes inter- 
nal rotation. The rope passes through four 
pulleys. One directly over the knee, anoth- 
er at the upper end of the foot bar, anoth- 
er on the spreader board and then through 
one lower down on the foot bar, to the 
weight below. 

MECHANICS OF REDUCTION 


Position of the leg at first is 10 degrees 
abduction with thigh flexion of 35 degrees 
and about ten pounds weight. The weight 
is gradually increased to tolerance of pa- 
tient, so that by the fourth or fifth day the 
fragments should be well approximated. 
The vertical pull is then released from the 
knee and applied longitudinally only. The 
extended knee is fixed in suspension by a 
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strip of muslin pinned to the bandage on 
the outer side of the knee to maintain in- 
ternal rotation. Abduction and extension 
of both thighs are gradually increased to 
the fullest extent. 


Reduction by this gradual method is ac- 
complished first by pulling upon the thigh 
in a position which leaves the abductors 
and extensors relaxed so that the trochan- 
ter and remaining neck can pass down- 
ward. This could not be accomplished by 
immediately placing the leg in abduction 
and extension as is frequently done. After 
approximation is satisfactory as proven 
by the X-ray, abduction, internal ro- 
tation and extension lock the fragments in 
position until union takes place. Usually, 
the frame can be removed at the end of 
nine weeks. A walking caliper splint may 
be used in addition to crutches and weight 
bearing allowed at the end of fifteen 
weeks. If the walking caliper is not used, 
weight bearing should be cautiously ap- 
plied until about the fifth or sixth month 
after injury. 
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LOW BACK PAIN* 








ELIAS MARGO, M.D. 
OKLAHOMA CITY 





No one reaches adult life without ex- 
periencing three ailments, i.e., headache, 
bellyache and backache. This only shows 
how common they are and no condition in 
orthopedic surgery is more frequently en- 
countered than backache. Low back pain 
will be discussed designating particularly 
the lumbar and sacral regions. Although 
physicians have always known and treated 
such an ailment, it has been only by recent 
writers that the subject has been thorough- 
ly investigated. This condition being so 
common it is well to consider those cases 
where it plays a small role and is only a 
small part of the complex: the symptoma- 
tic type, and in cases in which it is an es- 
sential symptom, affecting a particular 
area or region: the idiopathic type. 


Symptomatic low back pain is very fre- 
quently in gastro-intestinal disturbances. 
Of these might be mentioned appendicitis, 
diseases of the lower bowel and peritonitis. 
The genito-urinary system offers another 
common source of backache, of these 
might be mentioned: renal disease, tumors, 


*Read before the Section on General Surgery, Gyn- 
ecology, Obstetrics and Urology, Annual Meeting 
oeeeome State Medical Association, Shawnee, May 











adhesions and conditions affecting the 
bladder and prostate gland. 


Probably the most important cases of 
symptomatic low back pain are those found 
in gynecological and obstetrical conditions. 
Here, we particularly think of those path- 
ological conditions such as uterine dis- 
placements, tumors and pelvic inflamma- 
tory diseases. Also the common backache 
observed in the physiological pregnant ut- 
erus from pressure on the lower part of 
the spine. This kind of low back pain could 
perhaps be called physiological. 


In diseases of the nervous system, pain 
in the back is frequently found. To this 
group belongs tabes, tumors of the cord, 
meningitis, neuritis and peripheral nerve 
disturbances—the most common of the last 
mentioned being, sciatica. This may also be 
secondary to the essential type of low back 
pain. 

Affections of the spinal column prac- 
tically always have back pain. This is es- 
pecially true in tumors of the spine, chro- 
nic osteomyelitis, Pott’s spine, typhoid 
spine and different kinds of arthritis, 
either acute or chronic. Finally, in gen- 
eral infectious diseases such as_ typhoid, 
influenza La Grippe, septicemia and acute 
articular rheumatism symptomatic low 
back pain plays an important part. 

In considering the idiopathic or essen- 
tial low back pain, a differentiation should 
be made between those cases resulting 
from a fracture of a bone, dislocation or 
displacement of joints and injuries to ad- 
joining structures, and that large group 
of cases of injuries to the soft structures 
in the regions of the lumbosacral joint and 
sacro-iliac synchondroses—this includes 
most of the low back pain cases of me- 
chanical origin. 

It is estimated by several authors such 
as Herndon and Key, that about two-thirds 
of the injuries to the spine occur in these 
regions. Of these cases, approximately 20 
percent affect the muscles of the back and 
60 percent result in sprains or injuries to 
the ligaments. When changes occur in the 
ligamentous structures, due to physical ex- 
ternal forces of enough strength to over- 
come their resistance, a sprain results. The 
chief function of the ligaments is preven- 
tion of motion of the part or joint between 
their attachments. The normal range of 
motion in the articulation determines the 
point at which a sprain begins. This point 
is the dividing line between physiologic 
range of motion and pathologic, or sprain. 
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This excess motion, results in stretching 
of the ligament. Due to the restricted 
range of motion in the sacro-iliac joint, 
movements of the trunk and limbs cannot 
be satisfactorily taken care of and a sprain 
results. In other words, excess motion in 
adjoining parts to ligaments, results in a 
sprain. 

Pathologically, a sprain causes stretch- 
ing and tearing of ligaments, a space oc- 
curs, blood fills in the defect, granulations 
follow and finally scar tissue is formed. 
This results in loss of elasticity, hardness 
and ultimately, abnormal relaxation. 


In sprains causing low back pain, ana- 
tomically, we should consider. First, the 
sacrolumbar joint between the fifth lum- 
bar vertebrae and sacrum with the adja- 
cent areas of the osilei; second, the sacro- 
iliac regions with its three distinct liga- 
ments; and third, a combination of sacro- 
lumbar and sacro-iliac sprain. 


In the lumbosacral joint, besides the two 
bony structures which form the articula- 
tion, the ligaments are: (1) the strong an- 
terior ligament along the anterior surface; 
(2) the smaller and weaker articular liga- 
ments; (3) ligaments between the 4th and 
5th lumbar transverse processes to the os- 
ilie; (4) the ilio-lumbar ligament; (5) and 
interspinous ligament. 


In the sacro-iliac region, the anatomical 
structures are: (1) kidney-shaped arti- 
culation; (2) the anterior and posterior 
ligaments; (3) sacrospinous ligament and 
(4) sacrotuberous ligament. 


From the above mention of anatomical 
parts of these regions, it is expected that 
forces antero-posteriorly are best able to 
derange the lumbosacral joint. Falls on the 
buttocks and violent hyperextension as 
well as lateral and rotatory forces may af- 
fect either or both regions. 


The sacro-iliac joint is not stable. Gold- 
thwaite and Osgood have demonstrated 
it’s motion in the cadaver. Physiologically, 
it is relaxed in pregnancy and during men- 
struation. A degree of relaxation occurs in 
sleep and in recumbency when maintained 
for some time. This explains the frequent 
backache which develops following such 
state of prolonged recumbency. The same 
applies after operation where complete re- 
laxation of the sacro-iliac joints results 
from the anesthetic. For the same reason 
as explained by Goldthwaite “night-pain” 
in the back is relieved by stretching, thus 
the lumbar spine is drawn forward. 


There are many anatomic predisposing 
causes in the lower spine which render it 
susceptible to sprain. Variations and de- 
fects frequently occur, weakening the site 
where present. Among these are spina bi- 
fida, sacralization, long transverse proces- 
ses of the 5th lumbar vertebrae, irregular 
articulations, hollow back and static fac- 
tors. 


Pathologically, several conditions are al- 
so predisposing to back sprain, some of 
these are: inflammatory arthritis of these 
joints and osteoarthritis. 


How different types of motion play their 
roles in causing low back pain, has been 
considered. Now it is well to analyze the 
various kinds of forces and other things 
which actually may be considered as the 
true etiological factors. Primarily, when 
due to trauma, it is well to have demon- 
strated how the accident occurred, the kind 
of force, its direction and tendency and a 
study of how it probably affected the back. 
A rotary motion of the body downward, 
may be produced by throwing a stone or 
swinging a club. The force may be trans- 
mitted upward as in running, jumping or 
sliding into a base . Again the force may be 
carried both from above and below the 
lower part of the spine. This frequently is 
the result in car accidents. 


Very common types of injury which par- 
ticularly affect the lumbosacral junction 
are the following: falling from some dis- 
tance; heavy fall of objects on the shoul- 
ders; high diving; slipping on the ice and 
a sudden jerk while riding a horse. Again 
external forces are not the only features 
to be considered. The attitude and posture 
when the accident occurs are important. 
As an illustration, a stout person with pen- 
dulous abdomen—the weight of which 
causes a lumbar lordosis with a resultant 
relaxation and weakness of the pelvic 
joints, this type of individual frequently 
has low back sprain. 


Symptoms—the onset is either sudden 
as in acute trauma or insidious as in oc- 
cupational sprain. In sprains of this re- 
gion, there are four cardinal points: (1) a 
definite point of tenderness; (2) further 
strain or stress aggravates the pain; (3) 
the reverse causes relief; (4) rest causes 
relaxation and comfort. 


1. On pressure, the point of ten- 
derness is lessened when the 
sprain becomes chronic. 


2. With motion to accentuate the 
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pain in acute cases, the oppo- 
site may result in chronic sta- 
ges when secondary complica- 
tions may result. 


3.In faulty methods for immo- 
bilization, no pain relief occurs. 
The method may not be com- 
plete or not properly applied. 


4.In studying these cases, the 
ligaments should not be con- 
sidered alone. The muscles and 
nervous complexes which fre- 
quently are present, should be 
closely scrutinized. 


Local Pressure. In sacro-iliac sprain, the 
pain is found medial to the posterior in- 
ferior spine of the ilium. In the sacrolum- 
bar region, if the tenderness is in the mid- 
line, it denotes the interspinous ligament; 
if more laterally, it means the ilio-lumbar 
ligament. When the sacrotuberous and sac- 
ro-spinous ligaments are affected, tender- 
ness is present from the sides of the sac- 
rum to the spine or the tuberosity of the 
ischium. Radiating pain is frequently pre- 
sent with either condition. This results 
from the proximity of the scarolumbar 
plexus and the sympathetic nerve plexus. 
Especially is this true in sacro-iliac con- 
ditions. 

There are three kinds of radiating pains 
and these may occur either singly or more 
than one. First: (and the least common) 
is the gluteal nerve radiation. This is found 
across the upper part of the buttocks. 


Second is the lumbar radiation which 
appears along the front and sides of the 
thighs as well as on the inner side of the 
leg. 


Third, (and most common) is the sciatic 
radiation which follows the course of the 
sciatic nerve on the back of the thigh and 
anterolateral surface of the leg and foot. 


Posture. On examination, the patient as- 
sumes the position of relief. In sacrolum- 
bar sprain, this is in hyperextension and is 
due to the rigid lumbo-sacral muscles. In 
bilateral sacro-iliac sprain, the position is 
of flexion of the spine which results from 
the tense iliopsoas muscles. In unilateral 
sacro-iliac sprain, there is partial forward 
bending of the spine with the thigh slightly 
flexed in the affected side. 


Mobility. This is examined by three me- 
thods, i.e., standing, sitting and lying- 
down positions. 


Standing: In lumbosacral sprain, for- 








ward flexion is done with the back rigid, 
the movement being carried on mostly by 
the hips, while in the sacro-iliacs, it is done 
with less effort. Hyperextension in lum- 
bosacral sprain is not painful, while in sac- 
ro-iliac sprain, it is very limited and pain- 
ful. Rotation is not affected in sacrolum- 
bar sprain, while on the other hand, it is 
in the sacro-iliac affection. 


Sitting: Flexion in the sacrolumbar type 
is very limited while in sacro-iliacs it is 
not. Hyperextension is limited in the lum- 
bosacral sprain and still more so in the 
sacro-iliacs. Rotation causes no trouble in 
the lumbosacral sprain, while in sacro- 
iliac sprain it does, as the hips are fixed 
and therefore is more limited than on the 
standing position. 


Lying Down: Flexion—in lumbosacral 
sprain, the lordosis remains constant while 
in the sacro-iliac, it disappears. Extension, 
lateral and rotary movements do not differ 
from those in the sitting position. 


Passive Motion: In the examination for 
this, many special signs are used—these 
only will be mentioned: Forcible compres- 
sion of the iliac crests; Lauguere’s sign; 
Straight leg-raising sign; Goldthwaite’s 
and Gaenslen’s sign. One sign we employ 
in our institution is a simple method of 
specially detecting a sacro-iliac sprain 
which is carried out by the patient him- 
self and therefore makes it more practical. 
It consists as follows: The patient, while 
standing, is told to lift one foot by grab- 
bing the foot with opposite hand. In doing 
so, the thigh is flexed, abducted and ex- 
ternally rotated, placing stress and tension 
in the sacro-iliac joint of the side on which 
the foot is being lifted. At the same time, 
the other sacro-iliac joint being fixed by 
the weight of the body on that leg. 


In the differential diagnosis, five things 
are especially of importance. These are: 
fractures, chronic arthritis, neurosis, ex- 
aggeration and malingering, and organic 
diseases of the spine such as tuberculosis 
and malignancy. A complete history, 
thorough examination and good X-rays 
should eliminate them. 


Treatment: This may be classified as 
either conservative or operative. The con- 
servative again may be divided into re- 
cumbent and ambulatory. 


The recumbent treatment is indicated 
in acute painful cases with or without ra- 
diating pains. The patient is placed in a 
bed with a non-sagging mattress and the 
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lower limbs flexed. These are gradually 
extended as the muscles become relaxed. 
In sacro-lumbar sprain, a support should 
be placed under the lumbar spine. Traction 
may then be applied in certain cases until 
relief of muscle spasm results. 


Ambulatory Treatment. This may follow 
recumbent treatment, or else is carried out 
in moderate acute cases; also in chronic 
cases without deformity. Several methods 
may be employed. 

Strapping. This is applied either with 
adhesive or moleskin plaster for immedi- 
ate relief. The method of application varies 
with the type of: sprain. In sacro-iliac 
sprain, the support should be applied across 
and around the iliac crests so that com- 
plete fixation is obtained. In the lumbo- 
sacral sprain, the strapping should be 
crisscrossed from the shoulder on one side 
across the back and to the side of the thigh 
on the other side. The strapping should 
be applied in the position of relief. 

Belts. For sacro-iliac sprain, this is ap- 
plied low and should be of a supporting 
nature so that the iliac crests are firmly 
supported or girdled. In the lumbosacral 
involvements, the belt should reach high- 
er. Belts may be used in subacute or mild- 
ly acute cases. 


Braces. When the support or appliance 
is needed for a long period of time in 
chronic cases, a brace may be required. In 
these cases the type and kind will depend 
not only on the condition present but also 
on the choice of the surgeon and taste of 
the individual. 

Casts. A plaster-of-paris jacket is fre- 
quently used in acute cases after the period 
of recumbency. It is essential in those 
cases where immobilization must be com- 
plete of the whole spine and pelvis. The 
cast must be well fitting and strong. 


Manipulation is indicated and chronic 
cases with adhesions or in those unusual 
ones where a sacro-iliac subluxation oc- 
curs. Again it is indicated in some peri- 
sistent sacro-iliac cases with complicating 
sciatica where nerve stretching under ana- 
esthesia is necessary. 


Physical Therapy. Most cases of back 
sprain become dissatisfied because the av- 
erage physician will only treat them by 
strapping. With physical therapeutic 
agents, you not only do something for the 
individual but when carried out properly 
it is our best method of relief. When pre- 
scribed, it must be carried out by a well 


trained technician. The usual method is 
heat, either infra-red or diathermy. Usu- 
ally the latter is most effective, and is then 
followed by massage. The massage should 
be of a scientific nature and not a rub- 
down. This should be given for at least 10 
minutes following the application of heat. 
Medical gymnastics may also be indicated 
in subacute and chronic cases. With well 
supervised physical measures, the period 
of disability in low back pain is greatly de- 
creased as well as the degree of discomfort. 

Operative Treatment. In chronic cases, 
where all known measures have failed, 
open surgery may be of necessity, employ- 
ed. In cases of impingement of the fifth 
lumbar transverse processes upon the 
osilei, surgical removal may be indicated. 
The same applies in painful backs due to 
sacralization. 

Again fusion operations of the sacro- 
lumbar and sacro-iliac articulations for 
mobility with pain in chronic relaxed liga- 
mentous structures, gives promise of per- 
manent relief. 


4) 
Vv 


CASE REPORT—AGRANULOCYTIC 
ANEMIA WITH RECOVERY* 





D. O. SMITH, M.D. 
TULSA 

Our program committee chose this case, 
I presume, because recoveries from this 
malady are rare. Those associated with 
sepsis have a mortality of about 93 per 
cent. The cases occurring during antilue- 
tic treatment have a mortality rate of 
about 45 per cent. 


Late in the last century men had noted 
blood counts very low in granular or “poly” 
cells. Aleukemic leukemia, aplastic an- 
emia, infectious mononucleosis, and vari- 
ous poisons were given as diagnosis. 

Schultz in 1922 described a group of 
eases with severe gangrenous stomatitis 
and unusual blood pictures occurring in 
women with negative past histories. 

To this condition he gave the name agra- 
nulocytic angina. 

As more cases were studied it was found 
that necrosis which followed the blood 
changes may be encountered in various or- 
gans. The disease more often occurs with- 
out previous history but may follow or be 


*Read before Staff Meeting St. John's Hospital, 
Tulsa, Okklahoma, November 18, 1930. 
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associated with other illness. Men are af- 
fected although less frequently than wo- 
men, The age range is large. 


The characteristic blood picture is a 
marked reduction or absence of granular 
cells, a low total leukocyte count, a relative 
but not an absolute increase in the lym- 
phocytes, an actual increase in the reti- 
culo-endothelial cells, and little or no 
change in either the platelets, red cells, or 
hemoglobin unless there is oozing of blood 
or hemorrhages. The coagulation time is 
usually unchanged even in the bleeding 
cases. 


The onset in septic cases is marked by 
high fever, 100 to 105 degrees. Nearly 
all have sore throats and, in decreasing 
percentages, malaise, exhaustion occurring 
early, dysphagia, chills headaches, myal- 
gia, herpes, and bleeding. You will recall 
one case of bleeding in this hospital. Jaun- 
dice develops in about 60 per cent of the 
cases, commonly coming on after the on- 
set or late in the disease. 


With few exceptions, we can say that 
the course is short, the decline is rapid, 
and death the outcome. 


The toxin or toxins seem to attack the 
hemopoietic system after the cells are dif- 
ferentiated and the greatest destruction is 
in the granular cell group. These latter 
cells may disappear entirely from the cir- 
culating blood before death. Microscopic 
study of the bone marrow shows it to be 
poor in cell structure with a predominance 
of lymphocytic and endothelial cells. You 
will recall the pathological reports on two 
autopsies done in this hopsital last year. 


The regions affected show very little cell 
reaction with an absence of polynuclear 
cells. The various organs, as spleen, liver, 
lymph-nodes, show a hyperplasia of endo- 
thelial cells. These cells show a phagocy- 
tosis of cell debris as if attempting to 
take over the work of leukocytes. Con- 
trasted with the picture of leukemia, there 
is no increase in lymphocytes and there is 
no lymphocytic infiltration of the organs. 
There is, however, infiltration of the 
organs with endothelial cells. Leukemia is 
not characterized by an endothelial cell 
proliferation. 


Some of you will recall that in 1927 I 
reported a fatal case in this hospital. The 
patient was a man past 60. The polynu- 
clear cells disappeared completely from the 
blood stream. At that time the literature 
was very meager. Since then, exhaustive 
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articles have appeared. Now, a bibliogra- 
phy would fill pages. Since my first rec- 
ognized case, I have seen several in com- 
pany with other physicians. 


The case presented to-night is that of a 
woman, graduate nurse, single, 39 years 
of age, well developed and nourished. She 
was seen at the office, August the 18th. 
The complaint was uterine bleeding. Un- 
til two years ago the periods had been re- 
gular. This was followed by prolonged ir- 
regular periods. Last winter a curettement 
was done in a neighboring city. She did not 
menstruate in February or March of this 
year. She flowed all of April and at short 
intervals since that time. 


The salient points in the past history 
are: an appendectomy with some minor 
pelvic work twelve years ago, a cholecy- 
stectomy four years ago. She denies the 
occurrence of sore throat. The mother and 
both grandmothers passed the menopause 
at the age of 45, 32, and 35 respectively. 
Hemorrhage was troublesome at the time 
of the former operation and she fears sur- 
gical work. At the time of the first visit, 
the uterus was found to be slightly en- 
larged and apparently of the fibrous type. 


August the 26th she was given 800 mil- 
ligram hours of screened radium intra- 
uterine. Until recently there has been nc 
bleeding when a small amount was noticed, 
this latter apparently being menstruation. 


The evening of August 31st she was seen 
at her home. She had a very sore throat, 
the mucous membrane was red, granular, 
and somewhat edematous. The tonsils, es- 
pecially the right, were swollen and red 
and a thin membrane was found on the 
right side. The temperature was 102%. 
Speech was muffled; swallowing was very 
difficult. Smears and cultures were nega- 
tive for diphtheria. A short chain strepto- 
coccus was found to predominate. She ap- 
peared toxic. Headaches, muscle pains, and 
angina were marked. 


Rest in bed, frequent hot saline gargles, 
and antipyretics were instituted. A blood 
count the following morning showed a leu- 
kocyte count of 5,200 with 41 per cent poly- 
morphonuclears. Dr. Davis examined the 
the throat. She entered the hospital Sep- 
tember 2nd. At this time the right tonsil 
was greatly swollen and two crypts were 
filled with a dark tough adherent mem- 
brane. There was an offensive odor. The 
left was less affected. One might consider 
this a good case for diphtheria antitoxin. 
The smears and cultures were similar to 
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those taken at the home except that spir- 
illi were found. 


She was given large frequent throat ir- 
rigations of hot saline. This was accompli- 
shed by gravity, and the solution was used 
unsparingly. Local applications of 2 per 
cent mercurochrome and 15 per cent neo- 
silvol were used, I believe, from a sense of 
apparent therapy and probable respect for 
tradition. Care was taken not to use strong 
irritants, corrosives, or escharotic chemi- 
cals. 


That night the left tonsil developed a 
necrotic membrane. Symptomatic treat- 
ment was followed. Fluids were forced and 
nourishment was insisted upon to prevent 
acidosis. The chloride content of the blood 
was noted. The patient was given a trans- 
fusion of 500 cc. of whole blood. 


The following day the right tonsil began 
to clear up. Swelling reduced rapidly. In 
twelve hours the left began to clear. The 
blood picture improved. Copper and iron 
tonic and a nourishing diet were given. Im- 
provement was rapid. The patient went 
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DISCUSSION: E. Rankin Denny, M. D., Tul- 
sa. 


Dr. Smith has emphasized an important 
point, that of removing an obvious source 
of infection: namely, the tonsils. This is 
important because of a probable recur- 
rence of the agranulocytic factor. I should 
like to call attention to a case reported by 
Rutledge, Hansen-Pruss, and Thayer in 
the Johns Hopkins Hospital Bulletin. This 
case is unique in tomes of medicine in that 
it was one of cyclic recurring agranulo- 
cytic angina without anemia. This case 
has been under observation by various ob- 





| 


21 


This case never reached a complete ag- 
ranulocytosis but the symptoms were so 
typical,the blood decline so rapid, that we 
felt that a diagnosis could be made. 

The patient, who is now walking into the 
room, looks well. The picture is a contrast 
to the one many of you saw in the room 
down stairs a few weeks ago. She still has 
her tonsils. She says that the recent trou- 
ble was the first time she has had any 
trouble with the tonsils and that she is 
fearful of hemorrhage if a tonsillectomy is 
done. She has been told that cases are on 
record where apparent recoveries have 
been followed by recurrences. She knows 
the gravity of the disease. 


I must express my appreciation of the 
prompt, efficient and enthusiastic work of 
the laboratory department in the num- 
erous examinations that were made. Ex- 
tensive blood studies were done including 
several. blood chemistry estimates. Time 
will not permit discussion of all of the se- 
rological and cytological reports. The blood 


pictures are submitted in outline form. 





BLOOD COUNTS 
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servers over a period of twenty years. It 
was seen first at the age of two and a half 
months by Leale of New York, at which 
time there was a condition of furunculosis, 
intermittent fever, and leukopenia with a 
marked reduction of the granulocytes. A 
few months later Dr. L. E. Holt saw the 
child and noted during another attack the 
swollen, red gums, fever, and jaundice. 
The case was labelled at this time Vin- 
cent’s infection. At that time the attacks 
were occurring at about three weeks inter- 
vals. 


In 1916 at the age of 8 he had three at- 
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PNEUMOCOCCIC EMPYEMA 
Nine cases of pneumococcic empyema treated 
by intrapleural injections of ethylhvdrocupreine 
hydrochloride are reported by Harry Lowenburg, 
Philadelphia (Journal A.M.A., July 13, 1929). All 


tacks during the summer. When he was 11 
years old he was observed at the Harriet 
Lane Home of the John Hopkins Hospi- 
tal. During one of his attacks, Vincent’s 
organisms were isolated and the typical 
blood picture was observed. In 1928 the 
authors observed him while he was suffer- 
ing several attacks. The outstanding ob- 
servation made at that time was the ef- 
fect of the blood serum of the patient on 
leukocytes of the same blood grouping. It 
was observed that shortly before the on- 
set of an attack, normal leukocytes when 
mixed with the patient’s serum lost their 
motility and underwent lysis. Monocytes 
and lymphocytes were not affected. Ob- 
servation regarding this characteristic on 
further cases would be desirable. 


Recurring agranulocytosis has been re- 
ported but this is probably the first in- 
stance recorded where anemia has not been 
a part of the picture. 


Discussion: J. A. Nelson, M.D., Tulsa. 


At the meeting of the American Society 
of Clinical Pathologists held in Detroit last 
June, blood dyscrasia with particular em- 
phasis upon agranulocytosis was liberally 
discussed. I should like to repeat in sub- 
stance the comments of Dr. R. M. Keilty 
made at that meeting. He has taken the 
attitude that every case of sore throat as- 
sociated with leukopenia and anemia (in- 
stead of the usual leukocytosis) is a po- 
tential agranulocytosis. Without waiting 
for the full differential classification of 
the ultimate blood picture, he immediately 
begins continuous local mild treatment. He 
does not consider that one can foretell just 
what medicament will inhibit bacterial ac- 
tivity, and he consequently uses gentle 
swabbing at 15 minute intervals over a 
period of six hours with one drug and then 
for the next six hour period uses another. 
One case cited by him did not show any im- 
provement until a mild boric acid solution 
was used more than 36 hours after begin- 
ning treatment. 


Dr. Keilty’s treatrnent may seem heroic. 
Dr. Smith’s case most certainly was treat- 
ed heroically. However, when compared 
with previous cases that we have observed 
and when the mortality rate is compared 
and when we see this patient as she is to- 
day, such treatment in further cases seems 
most essential. 





the patients received intrapleural injections of 
ethylhydrocupreine hydrochloride (optochin). In 
four of them rib resection and drainage were done 
after from four to six injections of ethylhydro- 
cupreine hydrochloride. All recovered completely 
after operation. Five patients were not treated 
surgically but made complete nonoperative re- 
coveries. The mortality in the nine cases was nil. 
In those patients who recovered without surgery 
there was a gradual subsidence of fever with im- 
provement in the physical signs. Those cases 
which were diagnosed late, and in which fever was 
slight or entirely absent, did not show any in- 
crease in temperature. Before the physical signs 
improved it was noted that in the favorable cases 
the pleural exudate, which sometimes reaccumul- 
ated before final recovery, thus accounting for 
the persistence of the physical signs, underwent 
a retrogressive change; the pneumococci, too, be- 
came decidedly less and were less viable on cul- 
ture, and in some cases did not grow at all on 
eculture, although they were recoverable by di- 
rect smear. 
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MASSIVE ATELECTASIS AND POSTOPER- 
ATIVE PNEUMONIA 

Routine hyperventilation during or at the close 
of operation has greatly diminished the incidence 
of massive atelectasis and probably also the other 
serious postoperative pulmonary complications in 
the series of cases studied by W. J. M. Scott, Ro- 
chester, N. Y. (Journal A.M.A., July 13, 1929), 
over a period of more than two years. Therapeutic 
hyperventilation early in the course of those cases 
in which massive atelectasis does develop produces 
immediate striking benefits, both clinical and 
roentgenologic, and when followed by postural 
treatment has cleared up the uncomplicated cases 
within a very short time. No patient in the series 
so treated have had any important symptoms of 
massive atelectasis for more than from twenty- 
four to forty-eight hours, whereas it was common 
before the institution of these measures for the 
serious symptoms to extend over a period of a 
week or more. On account of the difficulty in 
determining the exact limits of postoperative pneu- 
monia, Scott does not have statistical evidence 
of its benefit either as a prophylaxis or a treat- 
ment for post operative pneumonia. However, it 
appears quite clear that such postoperative pul- 
monary complications without cardiac displace- 
ment are fundamentally similar in origin to those 
in the group which has been submitted to statisti- 
cal study, and there is assurance that cases of 
postoperative pneumonia not falling in this group 
of massive atelectasis show at least symptomatic 
benefit from hyperventilation with carbon dioxide. 
Previous studies have shown that the incidence of 
postoperative pulmonary complications is much 
higher in two groups of operative cases: (1) those 
in which the operative incision is located in the 
upper part of the abdomen, and (2) those in which 
for any reason there is a diminished vital capac- 
ity. Consequently in these two groups of patients 


particularly it seems desirable to carry out pro- 
phylactic hyperventilation with carbon dioxide, the 
procedure to be repeated early if any symptoms 
suggesting the development of postoperative pul- 
monary complications arise. 
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REASON IN PRACTICE 


The physician should at all times at- 
tempt to have a logical course, based upon 
pure reasoning as a basis or incentive for 
his treatment and management of a case. 
Even though treatment is administered 
solely through the agent of the simplest 
placebo, sound reason should prompt it. 
Such treatment, if indicated is often as 
important, so far as the individual case is 
concerned, as is precise indicated surgery 
or exact specific medication. 


Certainly there is no place, time, indica- 
tion or excuse for guess work or careless 


neglect in the handling of a case. It is 
far better for a physician, confronted with 
uncertainty as to which course he should 
pursue, to frankly admit the situation to 
himself, so advise his patient, and either 
call for consultation or dismiss the case to 
other hands. 


The writer’s attention is often called to 
criticism of the entire medical profession, 
over some reported act of an individual 
physician, which has either never occurred, 
has been grossly misinterpreted, or, if true 
was carried out without logic, and obvious- 
ly prompted by mere guess work. In the 
course of the year it has been the writer’s 
position to hear literally hundreds of state- 
ments as to the findings, opinion or course 
of treatment of cases. The stories heard 
are sometimes unbelievable and impossible 
of squaring with the facts in the case. As 
a rule, however, the patient has obviously 
misunderstood the statement made by the 
physician. Often the statements are de- 
liberately misinterpreted to favor the pa- 
tient’s hopes and wishes; this is especially 
true in insurance and industrial cases, 
and in this connection the wide range of 
imagination of the neurotic patient must 
be borne in mind; it must be remembered 
that any statement to this type of case may 
have potential dangers, this too, regardless 
of painstaking explanation. In these cases 
it is probably best to say as little as pos- 
sible, though they may be very favorably 
affected and benefitted by very positive 
statements or advice as to the course 
they should follow. On every occasion, 
however, the physician’s course should 
stand four square with his best judgment 
and have behind it a clear rationale. We 
are seeing far too much delay in the handl- 
ing of dangerous cases, which, too often 
can only be attributed to non-appreciation 
of the gravity. Despite the advance of 
modern medicine and surgery we still see 
too much prescribing of laxatives and 
cathartics in dangerous, acute, abdominal 
conditions, too little attention to the cause 
behind a rapid pulse, fatigue, loss of 
weight, too much “symptomatic” treat- 
ment of headaches, which may be based 
upon any one of a score of fixed disease 
entities and we still see “malaria” treated 
when it is some other disease. 


The physician should follow, or attempt 
to follow a well ordered course in diag- 
nosis and then the applicable course for 
control. The well balanced physician often 
finds himself justified in wholly disregard- 
ing laboratory findings, and treating the 
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case solely upon clinical findings; con- 
versely, he is often warranted in following 
the leads given by his laboratory findings. 
But in all cases he should base his actions 
and prescriptions upon sound common 
sense and reason as may be applied to the 
problems at hand. 
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AVERTIN, NOT ACCEPTED BY THE 
COUNCIL 








The preliminary report of the Council 
on Pharmacy and Chemistry of the Ameri- 
can Medical Association, (Journal of the 
A.M.A., November 8, 1930, page 1427) 
states that the Council recognizes the fact 
that Avertin ‘presents certain desirable 
properties, but definite action concerning 
its recognition was postponed pending the 
result of investigations of certain of its 
side actions now being conducted. Ap- 
parently Avertin, very early in its history, 
achieved an undesirable reputation, for in 
April, 1927, at the German Surgical Cong- 
ress at Berlin, thirteen deaths were report- 
ed and though Avertin was not blamed for 
all of the deaths, such severe criticism by 
numerous surgeons at the meeting was 
made that it was temporarily withdrawn 
by the manufacturers. 


Inasmuch as a great deal has been writ- 
ten about the use of Avertin, we believe it 
well to set down the advantages and dis- 
advantages of the drug as named by the 
Council: They are as follows: 


“The advantages claimed for Avertin 
liquid include: 1. Absence of so-called psy- 
chic shock or mental distress (almost un- 
animous). 2. Absence of irritation of the 
respiratory tract with less postoperative 
bronchitis and pneumonia. 3. Absence of 
direct injurious action on the heart, kid- 
neys and other organs, with the possible 
exception of the liver. 4. Convenience for 
operations about the face, especially when 
a cautery must be used. 5. Usefulness in 
long operations when deep anesthesia is 
not necessary. 6. Less frequent vomiting 
than after ether or chloroform. 7. Lasting 
sleep after operation, frequently making 
it unnecessary to use morphine for the 
relief of postoperative pain. 8. Amnesia. 
9. Absence of injury after repeated ad- 
ministration (as in tetanus). 10. Rapid 


elimination (implying less toxic action). 
(It should be understood that publications 
concerning “Avertin” refer in part to 
Avertin alone, and in part to Avertin liq- 
uid containing amylene hydrate). 


| 





The disadvantages include: 1. Higher 
death rate than after ether. 2. Depression 
of respiratory center. 3. Depression of 
circulation. 4. Acidosis as actively as after 
chloroform. 5. Insufficient muscular re- 
laxation in laparotomy (?). 6. Falling back 
of tongue, making constant observation 
necessary until the patient is fully con- 
scious. 7. Lack of control from moment to 
moment (almost unanimous). 8. Want of 
exact dosage. 9. Narrow zone between 
anesthetic and fatal dose. 10. Disadvan- 
tages inherent in mixed narcosis. 11. Lack 
of adequate pharmacologic study of Aver- 
tin and its synergistic action with mor- 
phine, ether and other substances. 12. A 
lack of agreement concerning the indica- 
tions and contraindications.” 


The Council believes, that the present 
evidence indicates that Avertin may prove 
of value as a means of initiating narcosis, 
that is, (so-called basis narcosis) but not 
for complete narcosis. Therefore admis- 
sion is withheld until certain satisfactory 
studies of its properties have been made; 
until the contraindications have been sat- 
isfactorily established; until a generally 
accepted technic has been established ; and 
until the advertising has been revised to 
omit misleading statements in connection 
with its use. 


>. 


THE DIAGNOSTIC LABORATORY 





Sometime ago the Journal received a 
circular advertising the Diagnostic Lab- 
oratory, P. O. Box 1828, Tulsa, this from 
one of our members. Later an inquiry 
came from Texas as to the reliability of 
the laboratory. This laboratory proposes 
that you select the most stubborn case. 
“From this case take a blood smear about 
the size of a half-dollar on a piece of Hae- 
moglobin paper and let it be untouched by 
any hands. Protect it with a bit of cotton 
and mail to us. Indicate whether taken 
from male or female, age, chronic or acute 
case, together with your case number for 
future identification. We will send you a 
complete diagnosis of the case from which 
the blood is taken. This may seem impos- 
sible, impractical, unreasonable, et cetera, 
but remember you are to be the sole judge 
as to its accuracy.” 


We think this is enough to say about this 
Laboratory. The writer has undertaken 
to ascertain whether any physician has 
any connection with it, but the sponsors 
for this wonderful diagnostic aid do not 
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wish to disclose their connection, if any; 
they stated that they wished the proposi- 
tion to stand solely on its merits. 


We hardly believe any physician will be 
gullible enough to find himself allied with 
such matter. 
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Editorial Notes —Personal and General 











DR. E. S. FERGUSON, Oklahoma City, our 
President, spent the holidays in Cuba. 





DR. J. C. BUSHYHEAD, Claremore, who was 
injured some two weeks ago is 1eported improv- 
ing. 





DR. HENRY H. TURN®SR, Oklahoma City, is 
at home after three months post-graduate work in 
Neurology, in Vienna and London. 





DR. J. N. CROSS, Cheyenne, will leave the first 
of the year for Tulane University, New Orleans, 
where he will take post-graduate work for three 
months. 





LATIMER COUNTY MEDICAL SOCIETY 
elected the following officers for 1981: Dr. T. L. 
Henry, president; Dr. E. B. Hamilton, secretary, 
both of Wilburton. 





ATOKA COUNTY MEDICAL SOCIETY elect- 
ed the following officers at their regular meeting 
held December 29th: Dr. J. S. Fulton, president; 
Dr. C. C. Gardner, secretary, both of Atoka. 





GREER COUNTY MEDICAL SOCIETY met 
December 12th and elected Dr. J. T. Lowe, Mang- 
um, president; Dr. G. W. Austin, Mangum, vice- 
president; Dr. J. B. Hollis, Mangum, re-elected 
secretary. 





DR. AND MRS. H. W. FORD, Tulsa, received 
injuries, more or less painful, in an automobile 
accident west of Muskogee in December. Dr. 
Ford, it is said, received very painful injuries 
which will prolong his convalescence. 





GARFIELD MEDICAL SOCIETY held their 
annual meeting December 18th, and elected the 
following officers: Drs. S. H. McEvoy, president; 
C. W. Tedrowe, vice-president; John R. Walker, 
re-elected secretary-treasurer, all of Enid. 





MARSHALL COUNTY MEDICAL SOCIETY 
met December 9th for their regular meeting. The 
following officers were elected: President, Dr. P. 
F. Robinson, Madill; Vice-President, Dr. W. D. 
ne Kingston; Secretary, Dr. J. H. Veazy, 

adill. 





JACKSON COUNTY MEDICAL SOCIETY met 
December 19th in the office of Dr. E. A. Aber- 
nathy, for election of officers of 1931: Dr. E. S. 
Crow, Olustee, re-elected president; Dr. J. B. Hix, 
Altus, vice-president; Dr. E. W. Mabry, Altus, 
re-elected secretary and treasurer. 
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PUSHMATAHA COUNTY MEDICAL SOCI- 
ETY elected the following officers at their meet- 
ing held in December: Dr. D. W. Connally, Clay- 
ton, re-elected president; Dr. John S. Lawson, 
Clayton, re-elected secietary. Drs. G. E. Colby, 
Darwin; E. S. Patterson, Antlers; and B. M. 
Huckabay, Antlers, were named censors. 





OTTAWA COUNTY MEDICAL SOCIETY 
elected the following officers at their meeting, 
December 19th: President, Dr. F. V. Meriwether, 
Miami; Ist vice-president, Dr. Gene:al Pinnell, 
Miami; 2nd vice-p.esident, Dr. B. F. Ralston, Com- 
merce; 3rd vice-president, Dr. R. H. Harper, Af- 
ton; Secretary-Treasurer, Di. W. G. Chesnut, 
Miami. 





PITTSBURG MEDICAL SOCIETY held its 
annual meeting December 5, 1930. The follow- 
ing officers were elected: President, Dr. W. W. 
Sames, Hartshorne; Vice-president, Dr. W. C. 
Wait, McAleste.; sec.etary-treasurer, Dr. F. L. 
Watson, McAlester. Censors, Drs. F. J. Baum, 
T. H. McCarley and J. C. Johnston, all of Mc- 
Alester. 





TULSA COUNTY MEDICAL SOCIETY elected 
the following officers at their annual meeting, in 
December: Dr. Henry Browne, president; Dr. Fred 
Bolton, vice-president; Dr. Carl F. Simpson, re- 
elected secretary-treasurer; Dr. C. J. Woods, der- 
matologist, was elected president for 1932, it 
being the policy to elect the president a year in 
advance. 





GARVIN COUNTY MEDICAL SOCIETY met 
December 17th in the office of Dr. W. P. Green- 
ing for the purpose of electing officers for the 
ensuing year. They were as follows: Dr. L. P. 
Smith, Elmore City, president. Dr. Ray Lindsey, 
Pauls Valley, vice-president; Dr. J. R. Callaway, 
re-elected secretary. Dr. Hugh Monroe, Pauls 
Valley, delegate. 





CREEK COUNTY MEDICAL SOCIETY met 
December 4th and elected Drs. C. L. McCallum, 
Sapulpa, president; John Wells, Bristow, vice- 
president; G. C. Croston, Sapulpa, secretary-treas- 
urer. Dr. W. A. Howard, Chelsea, councilor of 
district number six, was present and gave a very 
interesting and instructive talk on “Organized 
and Progressive Medicine.” 





McCURTAIN COUNTY MEDICAL SOCIETY 
met December 23rd. Dr. A. W. Clarkson, Valliant, 
read a paper on “The Treatment of Pneumonia,” 
and Dr. N. L. Barker, Broken Bow, read a paper 
on “Scarlet Fever.” The following officers were 
elected: Dr. R. D. Williams, president, (Idabel; Dr. 
J. T. Moreland, vice-president, Idabel; Dr. R. T. 
Sherrill, secretary, Broken Bow. 





BRYAN COUNTY MEDICAL SOCIETY met 
December 10th, electing Dr. John T. Wharton, 
Durant, president; B. B. Coker, Durant, vice- 
president; Dr. Jas. L. Shuler, Durant, secretary. 
Censors: Drs. H. B. Fuston, Bokchito; W. A. 
Houser, and John A. Haynie, Durant. Drs. Whar- 
ton and Haynie, both of Durant, and A. J. Wells, 
Calera, were named delegates to the State Medical 

Association meeting. 
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MUSKOGEE COUNTY MEDICAL SOCIETY 
met December 8th for their annual election of 
officers for 1931. The following were named: 
Dr. Wm. Pat Fite, Muskogee, president; Dr. A. L. 
Stocks, retiring president, was named president 
emeritus. Dr. L. C. McAllister, vice-president; 
Dr. E. H. Coachman, secretary; Drs. J. G. Rafter, 
H. T. Ballantine, and J. S. Fryer, will serve on the 
board of censors, all of Muskogee. 





WOODS COUNTY MEDICAL SOCIETY met 
in Cherokee, November 25th, in connection with 
Alfalfa County Medical Society. Dr. C. E. Ross, 
Wichita, gave a paper on “Poliomyelitis.” A 
banquet was served after the business session. 
The following officers were elected: President, 
Dr. John E. Hammer, Kiowa, Kansas; Dr. L. O. 
Rogers, Alva, vice-president; Secretary-Treasurer, 
Dr. O. E. Templin, Alva, Oklahoma. 





PAYNE COUNTY MEDICAL SOCIETY met 
in December and elected the following officers 
for 1931: Dr. C. E. Sexton, Cushing, president; 
Dr. T. A. Love, Cushing, vice-president; Dr. R. E. 
Roberts, Stillwater, secretary; Dr. W. N. David- 
son, Cushing, delegate; Dr. H. C. Manning, Cush- 
ing, alternate. Censors: Drs. L. R. Wilhite, Per- 
kins; D. L. Perry, Cushing; W. B. Hudson, Yale. 
Committee on Public Policy, Dr. R. J. Shull, Still- 
water. 

PONTOTOC COUNTY MEDICAL SOCIETY 
met in Ada, December 3, 1930, for their regular 
monthly meeting. The following officers for 1931 
were elected: Dr. E. A. Canada, president; Dr. O. 
H. Miller, vice-president; Dr. W. F. Dean, secie- 
tary-treasurer; censors, Drs. O. E. Weldon, M. 
C. McNew and Catherine Brydia. Interesting 
papers were read by Dr. O. H. Miller, entitled 
“Headaches Due to Conditions of the Eyes, Ears, 
Nose and Throat,” and Dr. E. A. Canada, entitled 
“Eclampsia.” 





THE MARK FINSTON FUND. Mr. Mark Fin- 
ston, Tulsa oil man, has established a fund for use 
in St. John’s Hospital, Tulsa, for research work 
in hematclogy. This fund has been provided for 
studying blood changes in various diseases, work- 
ing out specific problems in blood dyscrasias. The 
amount of the fund is not announced, but it is 
understood that additions to the sum will be made 
as conditions demand. So far as is known this is 
the first research fund established in the State 
of Oklahoma. 

LINCOLN COUNTY MEDICAL SOCIETY met 
at Chandler December 3rd. Dr. C. B. Barker, Guth- 
rie, lectured on “Suppuration of the Middle Ear.” 
The lecture was illustrated with motion pictures 
and slides. After the lecture the following of- 
ficers were installed for 1931; President, Dr. J. 
S. Rollins, Prague; vice-president, Dr. W. D. 
Baird, Stroud; Secretary-Treasurer, Dr. F. H. 
Norwood, Prague. Censors, Drs. U. E. Nickell, 
Davenport: A. M. Marshall, Chandler; H. B. Jen- 
kins, Tryon. Delegate, Dr. A. M. Marshall and 
Alternate, Dr. J. W. Adams, Chandler. 





SOUTHERN OKLAHOMA MEDICAL ASSOC- 
IATION held their 9th quarterly session at the 
Chamber of Commerce Building, at Pauls Valley, 
Tuesday, December the 9th. The attendance was 
approximately 120. The following program was 
rendered: Address of Welcome, Hon. Mac Q. Wil- 


liamson; Response, Dr. F. A. Harrison; Mild Hy- 
pothyroidism, Dr. A. B. Leeds, Discussion opened 
by Drs. B. H. Cooley, C. J. Fishman and O. W. 
Sprouse; Diarrhea of Children, Dr. R. M. Ander- 
son. Discussion opened by Drs. R. H. Lindsay and 
F. A. Harrison; Otitic Abscess of the Brain, Dr. 
W. T. Salmon. Discussion opened by Drs. H. C. 
McNew, L. C. McHenry and A. L. Guthrie; Early 
Carcinoma of the Cervix, Dr. J. F. Kuhn. Dis- 
cussion opened by Drs. H. P. Wilson, A. R. Sugg 
and H. M. McClure; Neuro-Syphilis, Dr. C. P. 
Bondurant. Discussion opened by Dr. D. W. Grif- 
fin; Fantasy, Day Dreams and Dreams, Dr. M. S. 
Gregory. Dr. J. I. Hollingsworth was elected 
P.esident-Elect and Dr. J. W. Nieweg was re- 
elected secretary-treasurer. 
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DOCTOR JOSEPH A. PATTON 





Dr. J. A. Patton was born March 10, 
1868, in Oxford, Mississippi, and died at his 
home in Stilwell, December 5, 1930. 

His preparatory education was at Pres- 
byterian College, Clarksville, Tenn. Gradu- 
uated in Louisville, Ky., Medical College, 
June 22, 1892. Began practice of Medicine 
at Evansville, Arkansas, 1892. He moved 
to Stilwell, April 16, 1896, served as County 
Superintendent of Health since statehood, 
member of State Medical Association and 
Secretary of Adair County Medical Society. 

Dr. Patton is survived by his widow and 
five children. 

Interment was made at New Hope ceme- 
tery, Stilwell, after Masonic services. 








DOCTOR EVERETT G. NEWELL 





We, the undersigned committee of the 
Payne County Medical Association, extend 
to you for ourselves and our associates our 
profound sympathy and condolences in this, 
the great crises of your life in the loss of 
your husband. 

We know how hard it is to gild a grief 
with words and how inadequate language is 
to express our feelings. We but do the best 
we can. 

Di. Newell was a man among men—a 
true and loyal physician, a comfort to the 
poor, and a help to many. While often- 
times he was more sick than those he com- 
forted, yet he gave of himself freely. He 
fought a brave fight and kept the faith. 
He filled his niche, and in departing, has 
left to all who knew him a fragrant mem- 
ory of a life well lived—a duty well and 
bravely done. 

We are resolved that this letter shall be 
spread upon the minutes of our association 
in memory of him. 

Respectfully, 
J. T. GRAY, 
R. J. SHULL, 
D. J. HERRINGTON, 
Committee. 




















&. =" 


—_>o = © ® 


~~. 


a eee 2 ote 4h of 

















DOCTOR E. B. POYNOR 





Dr. E. E. Poynor, Stilwell, died November 
11, in Louisville, Ky., where he was attend- 
ing a medical meeting. 

Dr. Poynor was born in Osage, Ark., in 
1881. He graduated from the University of 
Arkansas Medical School in 1904. He came 
to Stilwell in 1927, where he was a resident 
until the time of his death. 


He is survived by his wife and four 
children. 


The body was shipped to Green Forest, 
Arkansas, where interment was made. 
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ORTHOPAEDIC SURGERY 


Edited by Earl D. McBride, M.D 
717 North Robinson Street, Oklahoma City. 








Heliotherapy in Relation to the Treatmert of 
Tuberculosis of the Spine in Children. Ralph K. 
Ghormley, J. Am. Med. Assn., LXXXVIII, 289, 
January 29, 1927. 

Paper based on sixty-thiee cases treated at the 
New England Peabody Home for Crippled Child- 
ren, Newton Center, Mass 

Progress records: 

1. Spine tracings made at six weeks’ intervals. 

2. Weight chart, record made monthly. 

3. Anteroposterior and lateral X-rays at four 
months’ intervals. 

Fixation: By means of a split plaster jacket 
applied on a Goldthwaite frame. This permits re- 
moval for heliotherapy and supports when the 
child is permitted up for play. 

Deformity is improved when possible and may 
be expected when the case is treated early and 
involves the lumbar and lower dorsal regions, 

Effect of Heliotherapy: Combined with rest and 
good food results in increased resistance, gain 
in weight, and hastening of calcification in the 
diseased bone. Patients are notably better at the 
end of the summer period with sixty-three per 
cent of sunshine, than they are following the 
winter period, which at Boston has only forty- 
eight per cent of possible sunshine hours. Arti- 
ficial quaitz light therapy is substituted on cloudy 
days, but is of doubtful value. 

The author stresses the importance of the 
weight chart, deformity tracings and roentgeno- 
grams. 





A Clinical and Statistical Study of Chronic Arth- 
ritis Based on Eleven Hundred Cases. Ralph 
Pemberton and E. G. Pierce. Am. J. Med. Sc. 
CLXXIII 31, 1927. 

Clinical observations on 700 cases in civil life 
are compared with similar observations on 400 
cases among soldiers. In civil life the onset was 
gradual in more than half of the cases and the 
knee was the site of most frequent involvement in 
all groups of both sexes. Foci of infection were 
present in about seventy per cent of both groups 
but in 100 consecutive cases of disease at large 
admitted to the medical service of the Presbyter- 
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ian Hospital, Philadelphia, more than eighty- 
seven per cent had active foci of infection. Neo- 
plasms, active tuberculosis, and diabetes were very 
rare in chronic arthritics. The blood pressure 
tended to be normal or low among arthritics and 
the disease was often associated with secondary 
anaemia. 

Prognosis is good in all types of arthritis. 
Seventy-three per cent of the civilian cases were 
definitely improved and of these one-third re- 
covered completely. Only nine per cent in the 
civilian group and four per cent in the army 
group were unimproved. The proliferative arth- 
ritis responded better to treatment than did the 
degenerative. 

Unusual Cases of Poliomyelo-Encephalitis. W. A. 

F. Collis, Lancet 1, 927, April 30, 1927. 

Case 1. Boy, aged twenty-one months. Vomit- 
ing, convulsions, loss of sight for one week. 

On examination: Total blindness; internal stra- 
bismus; constant, slow, upward and downward 
movement of eyeballs and eyelids. Rigidity of 
back and neck, reflexes normal, no paralysis. 
Temperature 104.6 degrees, C.S.F. pressure high, 
otherwise normal. Recovery associated with much 
irritability, Two months later reported change 
of temperature, now irritable. 

Case 2. Girl, aged twenty months. Vomiting, 
stiffness of back and neck two days. Temperature 
101.6 degrees. Knee jerk absent on left side, 
left leg weaker than right. C.S.F. under pressure, 
otherwise normal. Four weeks afterwards, child 
was able to sit up. Irritable during recovery. 

Case 3. Boy, aged three and one-half years. 
Pains in back and limbs, inability to walk, ir- 
ritability, five days. Temperature 99.6 degrees. 
Knee jerks absent, Kernig sign positive. C.S.F. 
under pressure contained 0.3 albumin. Four days 
later parens of left deltoid. In hospital six weeks. 
Steady improvement. Left with intention tremor 
resembling paralysis agitans, most marked in the 
hands. Very emotional. 

Case 4. Girl, aged three and one-half years. 
Lethargy, marked stiffness of back and neck. 
Sudden onset three days previously. Temperature 
101 degrees. Cried when touched. Kernig sign 
positive. Optic discs normal. Knee jerks present. 
Discharged as normal three weeks later, 

In Case 1, most of the symptoms can be located 
in the mid-brain, e.g. the blindness and the eye 
movements. In Case 3, the subsequent tremor 
was the only symptom of mid-brain lesion. All 
the cases showed stiffness of the back and other 
meningitic symptons. Treatment of these cases 
is largely symptomatic; lumbar puncture useful 
for relieving pain and stiffness of the back. 
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The Importance of Use of the X-ray in the Treat- 
ment of Joint Injuries. Sir Robert Jones and 
Robert W. Lovett. Textbook on Orthopedic 
Surgery, Page 7. 

The surgeon who undertakes the responsibility 
of treating a joint injury without examining a 
good X-ray assumes a very great risk and it is 
often a safeguard to have an X-ray of the joint 
of the other side for purposes of comparison. In 
so-called sprains which have persisted, one finds a 
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fair proportion of cases with fracture. In the 
hand, fractures of the phalanges and metacarpals 
are very common, and Colles’ fiacture and frac- 
tures of the carpal bones are constantly over- 
looked; in the shoulder one often finds an avulsion 
of the insertion of the supraspinatus. In the 
foot, fracture of the 5th metatarsal often escapes 
notice, as well as the tearing off of the tip of 
the inner malleolus; and fracture of the os calcis 
is not always recognized. At the knee, avulsion 
of the tibial insertion of the ciucial ligaments 
may be found. As for the hip, bending of the 
neck of the femur in children, especially, con- 
stantly escapes observation. 


Patients are very intolerant of the omission of 
an X-ray under these conditions, however much 
they have objected to it at the time of injury, 
and the risk to the patient and to the surgeon’s 
reputation from omitting X-rays in practically any 
case of joint inju:y is considerable. 





Acute Fractures of the Shaft of the Femur in 
Children. H. Earle Conwell, M.D., F.A.C.S., 
Fairfield, Alabama. Journal of Bone and Joint 
Surgery, July 1929. 


This article is quite extensive and covers “A 
Report of the Treatment and Results Attained in 
Eighty-Six Acute Fractures of the Shaft of the 
Femur in Children, With a Resume of Various 
Types of Tieatment and Results Attained by 
Other Surgeons.” 


CONCLUSIONS 


1. There is unlimited literature on fractures of 
the femur in children. 

2. The following are the main forms of treat- 
ment of fractures of the femur in children: 


A. Plaster cast 
(adhesive 


B. Plaster cast and extension (calipers 
(Steinmann pin 


C. Suspension and extension 


Method C. has several subdivisions,—such as: 
Buck’s extension; skeletal traction (calipers and 
Steinmann pins) in the horizontal or perpendicu- 
lar position (this method is rarely used and should 
not be applied except when amputation is being 
considered or when no other method is appli- 
cable. The interference with the epiphyseal grow- 
th should always be kept in mind when using 
skeletal traction in children); suspension and ex- 
tension of one or both thighs in a perpendicular 
elevation with adhesive traction to the skin; ex- 
tension of one or both thighs in a horizontal or 
perpendicular position, with the aid of the Thomas 
or the Hodgen splints; or the Bradford frame. 


3 Excellent results are obtained by various 
surgeons by all of the above methods. The 
suspension and extension method is the most 
popular. 


4. Treatment by open reduction should be the 
last resort, and usually is not necessary in the 
treatment of fractures of the femur in children, 


5. A summary of the results of the cases treat- 
ed by plaster cast shows that better results are ob- 
tained in the very young than in the older child. 


6. A summary of the cases treated in plaster 
cast and extension shows that better results are 
obtained in the older child. 





7. A summary of the cases treated by suspen- 
sion and extension shows that better results are 
obtained in all ages up to the age of ten and 
eleven years than in either the series treated by 
plaster cast or in the series treated by plaster cast 
and extension. 


8. A careful physical and radiological examina- 
tion with careful history of the accident should 
always be made. Immediate reduction with aid of 
fluoroscope should be done. Every case of frac- 
tu:ed femur should be considered an emergency 
and immediate treatment should be given follow- 
ing injury. 

9. Unnecessary manipulation of the fractured 
limb should never be done. General anaesthetic, 
preferably ether, should be given at the time of 
reduction, unless general condition contraindi- 
cates; and, when this is the case, local anaesthe- 
tic should be used. 


10. Definite attention should be given to the 
conservation of the muscle and the motion of the 
adjoining joints, thereby lessening the prolonga- 
tion of convalescence, as well as preventing grave 
deformities and permanent disabilities. To aid 
this, frequent applications of physiotherapy treat- 
ment are recommended. Frequent radiographs 
should be made. 


11. Good alignment is most important,—then 
bone approximation. 


12. It is definitely concluded that compensatory 
lengthening does take place, also correction of 
poor alignment, but chiefly in patients before 
the age of eight years. 


13. The suspension and extension method is by 
far the most comfortable dressing, and best re- 
sults have been obtained by this method. This 
facilitates frequent daily examinations, frequent 
checks with X-Ray, dressings in compound 
wounds; makes easy the application of radiant 
light, hot baths, and active and passive motion. 
All of these make for a shorter convalescence and 
better functional results. 


14. Frequent inspection of the patient should 
be made at outpatient clinic, following discharge 
from the hospital, and patient should be kept 
under observation until entirely well. 


15 Granting that compensatory lengthening 
does take place and that serious misalignments 
are corrected in fractures of the femur in child- 
ren, no surgeon is justified in neglecting any one 
of the important things which should be done 
immediately following a fracture of the femur. 


16. In the treatment of children the mental 
factor is to be considered at all times. 





Report of a Commission Appointed by the Ameri- 
can Orthopaedic Association to Study the End 
Results of Intracapsular Fractures of the Neck 
of the Femur. Willis C. Campbell, M.D., Mem- 
phis, Tenn., H. Winnett Orr., M.D., Lincoln 
Neb., Robert B. Osgood, M.D., (Chairman), 
Boston Mass. 


SUMMARY OF 1930 REPORT 
I. Sex incidence. 


In this second series of cases, in which are 
included fractures occurring in persons under 
sixty years of age, there is a higher percenta 
of males than in the first series comprising only 
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fractures occurring in persons over sixty years of 
age, forty-four per cent as compared to twenty- 
five per cent. 


II. Mortality. 

The mortality rate is lower in this second series 
of younger cases treated by closed methods, nine 
and two-tenths per cent., as compared with twen- 
ty-eight and six-tenths per cent. 


The mortality rate of cases of all ages treated 
by methods of open surgical attack was two and 
seven-tenths per cent. 


Ill. Proved bony union one year or more after 
treatment was instituted. 

In the first series comprising only patients over 
sixty years of age treated by closed methods, the 
percentage of proved bony union was thirty and 
four-tenths. In this second series, comprising 
mainly cases under sixty years of age treated by 
closed methods, the percentage of proved bony 
union was fifty-one and nine-tenths. 


The percentage of p:oved bony union in cases 
of all ages treated by methods of open surgical 
attack was eighty-six and four-tenths. 


IV. Entirely satisfactory end results but not 
proved bony union one year or more after 
treatment was instituted, 

The percentage of satsfactory end results in- 
cluding in this category the cases of proved bony 
unicn as under III.) in the first series of cases 
over sixty years of age treated by closed methods 
was fifty and four-tenths. In this second series, 
comprising mainly cases under sixty years of age 
treated by closed methods, the percentage was 
fifty-seven and seven-tenths. 


The percentage of satisfactory end results in 
cases of all ages treated by methods of open sur- 
gical attack was eighty-one and five-tenths. 


V. Non-union or death one year or more after 
treatment was instituted, death being pre- 
sumably attributable to the immediate or re- 
mote effect of the fracture. 


The percentage of non-union or death in the 
first series over sixty years of age treated by 
closed methods was forty-nine and six-tenths. In 
the second series, comprising mainly cases under 
sixty years of age treated by closed methods, the 
percentage was forty-five and eight-tenths. 


The percentage of non-union or death in cases 
of all ages treated by methods of open surgical 
attack was forteen and one-tenth. 


VI. Methods of closed treatment. 


(a). The method of closed treatment employed 
in 210 cases of this second series from eight clin- 
ics was the Whitman method, either in detail or in 
principle. Of these, 113, or fifty-three and eight- 
tenths per cent, resulted in proved bony union at 
the end of one year or more after the treatment 
had been instituted. 


(b). The Ruth method of closed treatment (See 
Journal of American Medical Association, XCIV, 
169, Jan. 8, 1930), was employed in this second 
series in twenty-three cases from one clinic. Of 
these, fifteen or sixty-five and two-tenths per 
cent resulted in proved bony union at the end of 
one year or more after treatment had been in- 
stituted. 


(c). The Orr-Thomson method of closed treat- 
ment (See Surgery, Gynecology and Obstetrics, 


XLVII, 101, July, 1928), was employed in this 
second series in twelve cases from one clinic. Of 
these, eight, or sixty-six and six-tenths per cent 
resulted in proved bony union at the end of one 
year or more after treatment had been instituted. 


(d). The Albee method of open surgical at- 
tack (See Surgery, Gynecology and Obstetrics, 
XLIX, 810, Dec. 1929), was employed in the 
second seiies in thirty-nine cases from one clinic. 
Of these, thirty-eight, or ninety-seven and four- 
tenths per cent, resulted in proved bony union at 
the end of one year or more after treatment had 
been instituted. 


(e). The Smith-Petersen method of open sur- 
gical attack (open reduction and special flange 
nail, unpublished) was employed in this second 
series in thirty-one cases from two clinics. Of 
these, twenty-six, or eighty-three and eight-ten- 
ths per cent, resulted in proved bony union at the 
end of one year or more after treatment had been 
instituted. 


The Commission comments as follows on its find- 
ings in this second report: 


1. The percentages of proved bony union and 
satisfactory end results in unimpacted intracap- 
sular fractures of the neck of the femur in pa- 
tients under sixty years of age and treated by 
closed methods are higher than in patients over 
sixty years of age, and the percentage of non- 
union or death is lower. The mortality rate of 
this second younger series is markedly lower. 


2. The percentage of proved bony union one 
year or more after the institution of treatment is 
higher in the cases of all ages treated by open 
surgical attack than in the cases treated by closed 
methods. Only four considerable series of end 
results of open surgical attack comprising two 
methods were available to the Commission for 
study. In the series t:eated by the bone-peg or 
Albee method, most of the cases represented un- 
united fractures. While bony union might be ex- 
pected to be more difficult to obtain in such cases 
than in cases of fresh fracture, the element of 
selection of cases enters and the Commission can 
justly compare only cases of fresh fracture treat- 
ed by the special flange nail, or Smith-Petersen 
method of open sungical attack, with cases of 
f-esh fracture treated by closed methods. The 
number of end results of this latter method of 
open surgical attack, available to the Commission, 
is too small and the results have been obtained 
by too small a group of surgeons to make it 
justifiable for the Commission to treatment of 
unimpacted intracapsular fractures of the neck of 
the femur. 


The Commission takes this epportunity of ex- 
pressing its gratitude to the various surgeons 
who have made these reports possible, often at 
the expense of much labor. 


. 
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Chronic Arthritis and Rheumatoid Affections, 
With Recovery Record, by Bernard Langdon, M. 
D., F.A.CP. Director, The Wyatt Clinic; Mem- 
ber Editorial Staff of “Acta Rheumatologica” of 
the International League Against Rheumatism; 
formerly Associate Director, The Rockefeller 
Commission to France; Secretary, Technical 
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Board, Milbank Memorial Fund; President and 
Director, The Desert Sanatorium and Institution 
of Research; Tucson, Arizona. With The Colla- 
boration of Louis I. Dublin, Ph. D., Statistician, 
The Metropolitan Life Insurance Company, New 
York. And Foreword by Dr. J. Van Breemen, 
Honorary Secretary and Director of Advisory 
Bureau, The International League Against 
Rheumatism, Amsterdam, Holland. William Wood 
& Company, New York. 1930. Cloth, Price $2.50. 
138 pages. 


Wyatt notes that Sir Frederick Eve has found 
“unmistakable evidence of arthritis in the skele- 
tons of pre-historic animals and in the bones of 
the ancient Egyptians.” He notes that from this 
obscure beginning arthritis and rheumatoid con- 
ditions have attained a social and economic im- 
portance in most civilized countries that places 
them ahead of tuberculosis, yet medical interest 
in them, generally speaking, is still both casual 
and rare; that the average arthritic receives but 
little encouragement or help from the general 
practitioner and that, for this reason, the aid of 
vatious “ics” and “isms” is so frequently sought; 
that in one large clinic in this country approxi- 
mately 65 per cent of the patients applying for 
admission because of arthritis or rheumatoid con- 
ditions had been through the hands of chiroprac- 
tors. Wyatt assumes the important fact that these 
diseases are to a great extent both prevent- 
able and curable. Certainly any system of treat- 
ment or effort, which may help the physician re- 
lieve the suffering from arthritis will be wel- 
comed by the profession. 





Clinical Allergy, Particularly Asthma and Hay 
Fever, Mechanism and Treatment. By Francis M. 
Rackemann, M.D., Physician To The Massachu- 
setts General Hospital, Instructor in Medicine, 
Harvard Medical School, Boston, Mass. The Mac- 
Millan Co., New York. Price $10.50. Cloth, 617 
pages. 


The problems presented by allergy, asthma and 
hay fever are so far reaching and so profundly 
affect every type of practitioner of medicine and 
surgery that it is most natural that the literature 
has rapidly attained a large scope in the field of 
medical publication. 


This volume is not only extensive as to its 
subject matter, but the bibliography cited covers 
a great range of authorities. 





Text-Book of Medicine. Edited by Russell L. 
Cecil, A.B., M.D., Se.D., Assistant Professor of 
Clinical Medicine in Cornell University; Assist- 
ant Visiting Physician in Bellevue Hospital, New 
York City. And Associate Editor for Diseases 
of the Nervous System, Foster Kennedy, M. D., 
F.R.S.E., Professor of Neurology in Cornell Uni- 
versity; Head of Neurological Department, Bel- 
levue Hospital. Second (Edition, Revised and En- 
tirely Reset. 1592 pages. Philadelphia and Lon- 
don: W. B. Saunders Company, 1930. Cloth $9.00. 


Textbooks on medicine, for a number of years 
past, have been, compared to other branches of 
medicine, rather rare. For this reason it gives 
pleasure to receive a work, thoroughly modern, 
therefore up to the last minute with reference 
to diagnosis and treatment. dn order that one 
may have a dim realization of the importance of 


this volume it is only necessary to note that in 
addition to the work of Cecil and Kennedy, the 
volume is made up by the contributions of 135 
authorities in the medical profession. The volume 
is finely arranged, the text makes easy reading 
and it is only proper to say that it is a highly 
important addition to modern medicine. 





The Surgical Clinics of North America. (Issued 
serially, one number every other month,) Volume 
10, No. 6. Index Number. (Philadelphia Number— 
December 1930). 316 pages with 95 illustrations. 
Per Clinic year (February 1930 to December 
1930). Paper $12.00; Cloth $16.00. Philadelphia 
and London. W. B. Saunders Company, 1930. 


This issue contains a timely clinical lecture on 
“Cancer of the Rectum,” by Dr. John B. Deaver; 
“Bronchoscopic and General Surgical Clinic,” of 
Drs. Chevalier Jackson and W. Wayne Babcock, 
among which are clinics on “Diverticulosis of the 
Esophagus,” “Acholic Hepatitis,” at autopsy re- 
moved liver showed no evidence of bile; one on 
“Arteriovenous communcation between the Fe- 
moral Artery and Vein.” “Pathologic Fractures,” 
by Dr. Eldridge J. Eliason and V. W. Murrav 
Wright; “Intestinal Tumors,” by Dr. Edward J. 
Klopp; “Complicated Fractures of the Mandible,” 
by Drs. Robert H. Ivy and Lawrence Curtis; “The 
value of and indications for Encephalography and 
Ventriculography with discussion of the technic.” 
by Dr. Eugene P. Pendergrass; “Fractures of the 
Tarsal Scaphoid and of the Os Calcis,” by Dr. 
Edward T. Crossan; “Three Common Surgical 
Diseases of the Rectum: Hemorrhoids, Prolapse 
of the Rectum in Children, and Fistula in Ano.” 
by Dr. Astley P. C. Ashhurst, and Dr. John W. 
Klopp: “Acute Suppurative Osteomyelitis,” by Dr. 
Thomas J. Ryan; while Dr. L. K. Ferguson and 
John Paul North present “Experiences With The 
Use of Splanchnic and Spinal Anesthesia For Up- 
per Abdominal Operations. A study of 150 cases. 


This is a remarkably good issue. 
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SHOULD COD LIVER OIL BE FLAVORED? 





It is a well-known fact that young infants shy 
at aromatics. Older patients often tire of flavor- 
ed medications to the point where the flavoring 
itself becomes repellant. This is particularly true 
if the flavoring is of a volatile nature or “repeats” 
hours after being ingested. Physicians have 
frequently used the terms “fresh,” “natural,” 
“sweet,” and “nut-like,” in commenting upon the 
fine flavor of Mead’s Standardized Cod Liver 
Oil. They find that most patients prefer an un- 
flavored oil when it is as pure as Mead’s. 


Physicians who look with disfavor upon self- 
medication by laymen are interested to know that 
Mead’s is one Standardized Cod Liver Oil that is 
not advertised to the public and that carries no 
dosage directions on carton, bottle or circular. 
Mead Johnson & Company, Evansville, Ind., U. S. 
A., Poineers in Vitamin Research, will be glad 
to send samples and literature to physicians only. 














